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THE WAYS OF LIFE AND HEART DISEASE — PAUL DUDLEY WHITE, M.D. 


FOR THOSE WHO DEVELOP 
NASAL CONGESTION 


ON RESERPINE THERAPY 


‘Pyronil’ 


(PYRROBUTAMINE, LILLY) 


About 50% of all patients 
experience this annoying side- 
effect. ‘Sandril’ @ ‘Pyronil’ 
relieves 75% of those affected. 


Each tablet combines 0.25 mg. 
‘Sandril’ and 7.5 mg. ‘Pyronil.’ 


$71078 
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cardiac patients have 


fewer side effects 
with diuresis produced 


by localized renal action 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


When acidosis is the diuretic mechanism, as with the carbonic anhydrase inhibitors 
and acidifying salts, widespread effects on many organs can be anticipated. 

In contrast, the dependable diuresis produced by the organomercurials—resulting 
from enzyme inhibition localized in the kidney—avoids these extrarenal effects. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (16.3 MG. OF 3-CHLOROMERCUR!.2-METHOXY PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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September, 1956 ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 
The Pinebluff Sanitarium is a in the sandhills of North Carolina in a 60-acre rk 
of long pines, It is located on U, Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate, 


‘. ——- facilities are afforded for recreational and occupational therapy, particularly out 
of-doors 

Special stress is laid on psychotherapy. An effort is made to help the tient arrive at 
an understanding of his life gy and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


WELCH ALLYN 


EASY - TO - USE 


INSTRUMENTS 


Complete anorectal examination—-digital, anoscopic, sig- 
moidoscopic is rapidly becoming a part of every 
complete physical examination. This is as it should be, 
for early diagnosis of cancer and precancerous lesions 
in this area can contribute greatly to raising the present 
low percentage of cures. Anorectal examination, as 
thousands of doctors have discovered, is not an involved 
or mysterious procedure. It is made even easier by the 
use of uncomplicated, brilliantly illuminated Welch Allyn 
anoscopes and sigmoidoscopes, for which your regular 
W. A. Anoseope Set #282 WA battery handle serves as the power source. 


No. 282 Anoscope set with three specula, light carrier, and medium handle, in case, 
(As illustrated) $52.00 


No. 314 Proctoscope and Sigmoidoscope, Inflation Bulb, and cord, in case (Not 
illustrated) $70.50 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE" 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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widest. 
approach 
to 
eye disorders 


“combines prednisolone and sulfacetamide 
antibacterial 
antiallergic 
_anti-inflammatory 

also available as Me timo Ointment with Neomycin 


petate and sylfacetamide 


ww 


METIMYD 


Ophthalmic 
Suspension 


ee 62,6 Xe e 
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perfect 
fusion 
for 
sharp 
focus 
in 


eye disorders 


infection 
inflammation 


injury 
allergy 


Sodium SULAMYD,® brand of Sulfacetamide Sodium U.S.P. 
METIMYD,®* brand of prednisolone acetate and sulfacetamide sodium. 
CORTICLORON,® brand of cortisone acetate and chlorprophenpyridamine preparations. 
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ADVERTISEMENTS 


Maintaining Lean Body Mass 
in the Edentulous Geriatric Patient 


Extensive loss of body protein can occur in either 
the spare or obese geriatric patient. But whatever 
the patient's somatotype, a decrease in lean body 
mass is usually the result of inadequate protein 
intake due to poor dentition, slowed-down diges- 
tion and quite frequently, unappetizing main 
dishes. 

Knox Gelatine is an excellent non-residue pro- 
tein which is easy to chew and readily digested and 
assimilated. As a vehicle for many foods, Knox 
Gelatine brightens bland diets, giving a new inter- 
est to jaded appetites. As a concentrated protein 
drink, Knox Gelatine supplies seven out of eight 
essential amino acids and a majority of the other 
ar. ino acids composing protein, 


Specific suggestions on how to use Knox Gela- 
tine in different types of geriatric diets are de- 
scribed in the booklets listed in the coupon below. 


Chas. B, Knox Gelatine Company, Ine. 
Professional Service Department 3-18, 
Johnstown, N.Y. 

Indicate number of special diet booklets desired 
for your patients opposite title: 
GERIATRICS REDUCING 


DIABETIC CONV ALESC ENT ccc 


YOUR NAME AND ADDKESS 


| Protein Previews" 
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8/3/55 CASE SUMMARY 


On 6/2/55 


» age 
f 


On 7/7/55, the wound wa 


lytic s, aureus 
osteomyelitis, 
10 units 
10 mcg, 


(coag, +) was isolated fro 


Disc sensitivit; Penicillin, 
erythromycin, 


tetracycline, 


- X-rays showed evidence of 
8 formation, No Septicemia and 


rol of the infection, 


fracture middle third of rj 


ght femur, 
Complicated by o 


tis, 


steomyeli 


| 
28, fell on an old 
right femur, Superimposed on an old Osteomyelitis, 
= On 7/15, the patient was placeq on erythromycin 
therapy 400 mgm. q. 6, h, Patient a 
erythromycin sta 
healing with callu 
Clinica] evidence 
On 8/3, the cast was removed and leg recast. Wound 
Was in good Condition with Minima] drainage, \\ 
: Result: erythromycin aided healing of the old osteo. 7 
E myelitis and Kept the infection under control, ye 
"Communication to Abbor Laboratories | 


specific against 


coccic infections 


Specific—because you can actually pinpoint the 
therapy for coccic infections. That’s because 
most bacterial respiratory infections are caused 
by staph-, strep-and pneumococci. And these 
are the very organisms most sensitive to 


ERYTHROCIN—even when in many cases they 


resist other antibiotics. 


with little risk of 


serious side effects 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Low toxicity—because EryTurocin rarely alters 
intestinal flora. Thus, your patients seldom 
get gastroenteral side effects. Or loss of vitamin 


synthesis in the intestine. Virtually, no allergic 
reactions, either. Filmtab Eryturocin 


Stearate (100 and 250 mg.), 
bottles of 25 and 100. 66ctt 


filmta 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


® Filmtab~film-sealed tablets; pat. applied for 
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HERE’S WHY SO MANY DOCTORS 
NOW SMOKE AND RECOMMEND 
|| 


VICEROY 


Microscopic analysis 
shows the 
Viceroy tip has... 


Twice as Many Filters 


AS THE OTHER TWO LARGEST-SELLING FILTER BRANDS ee 


For the Smoothest Taste in Smoking! 
Viceroy Brand B Brand 


Tilter Tip 


CIGARETTES 
VICEROY'S EXCLUSIVE FILTER IS MADE FROM PURE CELLULOSE—SQFT, SNOW-WHITE, NATURAL! KING-SIZE 
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ORAL PENICILLIN 


FOR BETTER 
AND MORE CONSISTENT ABSORPTION 


“Because of the better and more consistent 
absorption of penicillin V from the intes- 
tinal tract, it would appear that this type of 
penicillin is preferable to penicillin G when 
oral administration is to be used.’” 


1, Martin, W. J., et al.: J.A.M.A. 160:928 (March 17) 
1956. 


PEN* VEE*Oral and PEN* VEE Suspension 
permit new dependability in oral-peni- 
cillin therapy—dependable stability in 
gastric acid, dependable and optimal 
absorption in the duodenum. ‘‘Not being 
destroyed by acid in the stomach, as is 
penicillin G, penicillin V remains avail- 
able in larger amounts for absorption.”" 


* and 


PEN? Ver Oral is Penicillin V, Crystalline (Phenoxymet 
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for 

preventing and | 
treating upper 
respiratory 
infections 


Achrocidin 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


ACHROCIDIN provides in one tablet all the drugs which are often 
prescribed separately for the prevention and treatment of cold com- 
plications — conditions such as otitis, adenitis, sinusitis, and others, 
This comprehensive formula 1) provides potent therapeutic and 
prophylactic action against a wide variety of infective organisms, 
2) relieves pain and discomfort, 3) depresses fever, 4) alleviates 
nasal congestion. 


Available on prescription only 


Each tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


Bottle of 24 tablets. 
Average adult dose: 2 tablets, 4 times daily 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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*Reifenstein, E. C., Jr., and Albright, F.: J. Clin, Investigation 26 :24, 1947. 


for individualized therapy: two strengths 


GYNETONE RepPetass “.02"’: Ethiny] Estradiol U.S.P. 
0.02 mg. plus 5 mg. Methyltestosterone U.S.P. 
GYNETONE Repetass: “.04”: Ethiny! Estradiol U.S.P. 
0.04 mg. plus 10 mg. Methyltestosterone U.S.P. 


GY NETONE,® combined estrogen-androgen 
Rererass,® Repeat Action Tablets, 61-63-2586 
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GYNETONE 


in the changing years i 


two strengths 
0.02 mg. ethinyl! estradiol plus 5 mg. Methyltestosterone U.S.P. 

0.04 mg. ethiny! estradiol plus 10 mg. Methyltestosterone U.S.P. ee J 
GyYNETONE,® combined estrogen-androgen. 

Reretass,® Repeat Action Tablets. ors 
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Schering 


REPETABS Standard 


for therapeutic 
convenience 
daylong relief from a single dose 
CHLOR-TRIMETON REPETABS 8 and 12 mg. 


Y 
: ~ & PRANTAL REPETABS 100 mg. 


GYNETONE REPETABS “.02” and “.04” 


a 
& CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 
PRANTAL® Methylsulfate, brand of diphemanil methylsulfate. 
GYNETONE,® combined estrogen-androgen. 
Reperass,® Repeat Action Tablets. 
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igi 


brand 


formerly known as Digoxin ‘B.W. & Co.’® 


The new name has been adopted 
to make easier for everyone 
the distinction between 


Digoxin and Digitoxin. 


Now simply write: 


labled 0.25 mg. or 05mg. 
on 


to provide the unchanging safety and predictability aflorded by the 
uniform potency, uniform absorption, brief latent period and optimum 
rate of elimination of this crystalline glycoside. 


Tablets: 0.25 mg. (white) and 0.5 mg. (green) 
Elixir Pediatric: 0.05 mg. in each ce. 


Ampuls: 0.5 mg. in 2 ce. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Jichuhor, New York 
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in rheumatoid arthritis 


clinical evidénce#* indicates that to augment the 
therapeutic advantages of the “predni-steroids”’ 
_ antacids should be routinely co-administered 
| to minimize gastric distress 


ROUTINE | 
CO-ADMINISTRATION 
MEANS 


(Prednisolone Buffered) 


Multiple 
KG 


All the benefits of the 97 > | CoDeltra 


(Pr eltra Buttered) 


“predni-steroids” plus | 

positive antacid action to \ ae 

References Boland, E. W., 50 mg. magnesium Ss 

JAMA 160 613 (Februar trisilicate and 

Margolis, H. M. 300 mg. aluminum MERCK SHARP & DOHME 
etal, JAMA. 168:454 (June hydroxide get. OIVISION OF MERCK CO. ixc. 


11) 1955. 3. Bollet, A. J. et al, 
J.A.M.A, 168:459 (June 
1955 


PHILADELPHIA 1, PA 


"CO-VDELTRA’ and ‘(CO-ILYDELTRA’ are trademarks of & Co., Ine, 
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in respiratory allergies 


all the benefits of the “predni-steroids’ 
plus positive antacid action 
to minimize gastric distress 


ROUTINELY ACHIEVED WITH (}: eltra 


(Prednisone Buttered) 


Multiple 


Clinical evidence’? indicates that “ | (}- 
to augment the therapeutic advan- ¥ 


tages of prednisone and predniso- Prednisotone Buttered) 


lone, antacids should be routinely 
co-administered to minimize gas- 
tric distress. 


References: 1. Boland, FE. W., J.A.M.A. 
160:613 (February 25) 1956. 2. Margolis, 
H. M. et al., J.A.M.A. 158:454 (June 11) 
1955. 3. Bollet, A. J. et al., J.A.M.A. 
158:459 (June 11) 1955. 


*‘CO-DELTRA’ and ‘CO-HYDELTRA’ are 


trademarks of & Co., Ine 


2.5 mg. or 5 mg. 
prednisone or 


prednisolone with 


50 mg. magnesium 
trisilicate and 
300 mg. aluminum 
hydroxide gel. 


MERCK & & DOHME 
CIVIGION OF MERCK ING 
PHILADELPHIA 1, PA 
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Meat... 


and Its Place in the Diet in 
Congestive Cardiac Failure 


Meat has an appropriate place in the moderate- 
protein, low-sodium, acid-ash dict advocated in the dietary manage- 
ment of patients with congestive cardiac failure.| When extreme 
sodium restriction is necessary, the meat allowance is regulated 
accordingly. 

Lean meat allows maintenance of a positive nitrogen balance 
without excessive protein intake, because its amino acids match the 
quantity and proportions needed for tissue synthesis and repair.®3 
In the fresh state as purchased it supplies only small amounts of 
sodium ranging from approximately 50 to 100 mg. per 100 grams. 
Due to its acid-ash composition (equivalent to 4 to 38 ml. of normal 
acid per 100 grams of meat) it may facilitate diuresis.! 

In addition to these important features, meat contributes valu- 
able nutritional factors by virtue of its generous supply of high 
quality protein, B vitamins, and essential minerals—iron, phos- 
phorus, potassium, and magnesium. 

Easy digestibility, a prime requisite of foods eaten by the patient 
with congestive cardiac failure, is another outstanding quality of 
meat. 

1, Odel, H. M.: Nutrition in Cardiovascular Disease, in Wohl, M. G., and 


Goodhart, R. S.: Modern Nutrition in Health and Disease, Dietotherapy, 
Philadelphia, Lea & Febiger, 1955, p. 709. 


2. Berg, C. P.: Utilization of Protein, J. Agr. & Food Chem. 3:575 (July) 1955. 


3. Best, C. H., and Taylor, N. B.; The Physiological Basis of Medical Practice, 
ed. 6, Baltimore, Williams & Wilkins, 1955, p. 638. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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. ‘the most effective antihypertensive agent available.’ 


a simple and safe regimen for the ambulatory management of hyper- 


tensive patients.” 


7 reduction of the blood pressure may be achieved in mubetanitiothy 
all forms of hypertension.””' 


_ possible in most patients to get a good control over blood pressure 
levels with comparatively few side-effects.”"! 


significant falls... occurred in systolic and diastolic blood. pressure, 
. The cardiac, retinal and coronary spats of all patients was im- 


“TARTRATE Pentolinium Tartrate. 
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Moser, New York 
State J. Med. 55,1999 
(July 15) 1955. 2. Agrest, 
A., and Hoobler, 
LAMA, 157,999 (March 
19) 1955. 3. Smirk, 
J. Med. 17:839 (Dec) 
1954, 4, Smirk, and 
McQueen, E.G.; J. Chron, 
Dis, 1:516 (May) 1955. 
5. Waldman, S., and Pel. 
ner,L: Am. J.M.5¢. 231140 
(Feb.) 1956.. 
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.. tailored to the needs of the 


Percent Contribution of 
Dairy Foods, Other Animal 
Food Product, and Foods of Plant — 
Origin to: Nutrient Needs of a Child 13-15 


VITAMIN A 


*Based on menu typical of American food habits 
which provides all National Research Council rec- 
ommended dietary allowances for individuals 
in this age group and includes dairy foods 

at level recommended incopy 


5 


HUNGRY TEENS! 


Just giving the hungry teen-ager 
enough food to satisfy his or her 
appetite won't necessarily satisfy 
nutritional needs as well—the 
diet must supply all the nutrients 
required for this period of rapid 
development. 

Greater independence in choice 
of foods begins at this age. Emo- 
tional changes occur. Physical 
growth is rapid, and activity is 
intensified. Faulty food fads and 
poor eating habits should be 
guarded against. 

Physical growth of the adoles- 
cent means rapid growth of the 
long bones with greatly increased 
storage of calcium and other min- 
erals.. The amount of protein 
deposited in muscle and other 
soft tissues is also increased. 

Growth always requires energy, 
most economically supplied by 
fat and carbohydrate. Minerals 
and vitamins are essential to the 
utilization of energy and to the 
growth processes. For instance, 
thiamine is essential to metabo- 
lism of carbohydrates . . . vitamin 
D is essential to norma! calcifica- 
tion of bone. 

The chart shows how the pro- 
tective foods can be combined to 
meet the nutritional needs of 
teen-age growth. Dairy foods are 
our best source of calcium and 
riboflavin... provide generous 
quantities of high quality protein 

.. contribute fat and carbo- 
hydrate in a form not available 
from other foods... supply im- 
portant quantities of pre-formed 
vitamin A and of thiamine... and 
other essential nutrients as well. 

One to one and one-half quarts 
of milk, or its equivalent in other 
dairy foods—cheese, ice cream and 
butter—are recommended for in- 
clusion in the daily diet of the 
rapidly growing teen-ager. 
‘Stearns, G. The human requirement 
of calcium, phosphorus, and magne- 


sium. J. Am. Med. Assn. 142:478 
(Feb.) 1950. 


This information is reproduced in the interest in good nutrition and health 
by the Dairy Council Units in North Carolina. 


Winston-Salem 


High Point-Greensboro 


105 Piedmont Bldg. 
Greensboro, N. C, 


Durham-Burlington-Raleigh 


310 Health Center Bldg. 
Durham, N. C. 


106 N. Cherry St. 
Winston-Salem, N. C. 
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y as good as it tastes! 


TETRABON 


BRAND OF TETRACYCLINE HOMOGENIZED MIXTURE 


125 mg. tetracycline per 5 cc. 
teaspoonful. Bottles of 2 fl. oz. 
and 1 pint, packaged ready to 
use (no reconstitution required) , 
READILY ACCEPTED delightfully 
different fruit flavor... 
RAPIDLY ABSORBED fine particle 
dispersion-—-therapeutic blood 
levels within one hour... 
QUICKLY EFFECTIVE well-tolerated 
tetracycline for prompt control 
of a wide range of infections. 


*Trademark 


PFIZER LABORATORIES 
Division, Chas, Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 


Pfizer 
| 
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1+1= 2 
BAKERS + H20 


20 CALORIES PER OZ. 


With little chance of error in Formula Preparation 


BAKER’S MODIFIED MILK" 


Designed for all infant feeding from 
birth to the end of the first year, 
Baker’s Modified Milk is a time-saver 
for busy physicians and busy hospitals, 


Baker’s Modified Milk is furnished 


gratis to all hospitals for your use. 


*Made exclusively from Grade A milk (U.S. 

Public Health Service Milk Code) which has been 

: modified by replacement of the milk fat with 

» vegetable and animal fats and by the addition 
of carbohydrates, vitamins and iron. 


THE BAKER LABORATORIES, INC. 


Mile Products Exclusively ft the Madival 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 
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For 
Control 
of 
Acute 
Agitation 


@ In the acute alcoholic 
@ In the acute psychotic 
@ In the drug addict 


A potent new agent in chemopsychotherapeutics, SPARINE 
has demonstrated a marked ability to calm and relax 
acutely agitated patients.':? Without inducing disabling 


lethargy or dulling perception, SPARINE "... is effective 
in... maintaining these subjects in a quiescent detached 


Given intravenously, SPARINE rapidly brings patients 
under control. Given orally or intramuscularly, it pro- 
motes patient accessibility, fosters psychotherapeutic con- 
tact, and facilitates over-all management. Parenteral 
administration of SPARINE is not painful and does not 
cause tissue necrosis at the site of injection. 


For intravenous, intramuscular, or oral administration 


1. Fazekas, J.F., et al: JAMA. 161:46 (May 5) 1956. 2. Mitchell, 
JA.M.A. 161:44 (May 5) 1956, 


NEW Potent Ataractic Drug 
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Hydrochloride 


Promazine Hydrochloride 
hydrochloride 
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How to wir" fri 


BAYER 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 
We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION of Steriing Orug ine 1450 Broadway, New York 18, N.Y. 
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Striking relief from nausea of pregnancy 


brand Cyclizine Hydrochloride and 
Pyridoxine Hydrochloride 


Just one tablet a day, on rising or 
at night, restores the nausea-free 
status to most pregnant women, 


Each tablet of ‘Maredox’ contains: 
*Marezine’® brand 

Cyclizine Hydrochloride ....... 50 mg. 
Pyridoxine Hydrochloride ...... 50 mg. 


BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 
insurance problems makes the local AMERICAN HEALTH 


AGENT a valued ‘‘Doctor’s Aide.’’ 


Because he is a specialist who focuses his attention on 
Health Insurance, the local American Health Agent has won a 

position of friendship and trust. 
As a career agent in his chosen field, it is his purpose to serve 
HEALTH both Doctor and patient as a true “friend in need”’ at all times, 
\ Ct tory with prompt settlements, efficient service, and a sympathetic 
Y understanding of the problems of the medical profession. 


Complete 


Local Service] American Health 


In 
Your State INSURANCE CORPORATION 
FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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for more efficient 


| CONTROL oF PATH 


Each tablet contains: Aspirin 200 mg. (3 grains) 
Phenacetin | 150mg. (2% grains) 
Caffeine 30 mg. (Ya grain) 


Demerol hydrochloride 30 mg. (% grain) 


Average Adult Dose: 1 or 2 tablets 
repeated in three or four hours as needed. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent : 
doses of any of these used singly."”* 


; 
LABORATORIES 
NEW YORK 18, 


*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan. 1955. 


Demerol, trademark reg. U. S, Pat. Off., brand of meperidine 
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the treatment of severe 


br benefits 

« rapid control of allergic sneezing, lacrimation, nasal 
congestion; relief of pruritus, edema and erythema 

* up to 5 times more effective than oral hydrocortisone, 
milligram for milligram 


narrows side effects 
© minimizes incidence of fluid and electrolyte disturbance 
dietary regulation usually unnecessary 
“dengthens established gains 


permits 2 smoother, undisturbed regimen 
extends and maintains benefits to more patients: 
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"hay fever and other diff icult 


(PREDNISONE ) 


for outstanding hormonal control 


with minimal electrolyte disturbances 


in hay fever and other respiratory allergies, 


contact dermatitis and allergic eczemas, 
drug and other allergic reactions, 
allergic and inflammatory eye disorders 


Schering 
METICORTEN,” brand of prednisone. 


1, 2.5 and 5 mg. tablets. *T.mM.Me-4-3086 
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Provides complete control|||of digitalis dose 


‘Crystodigin 


(CRYSTALLINE DIGITOXIN, LILLY) 


permits accurate dosage titration 
to produce the maximum therapeutic effect 


Available in scored Since initial digitalization and maintenance dosage must be 

tablets of 0.05 mg. (orange), carefully individualized, ‘Crystodigin’ fulfills the important re- 

0.1 mg. (pink), 0.15 mg. quirements of a preferred digitalis. ‘Crystodigin’ is a crystalline- 

(yellow), and 0.2 mg. pure, uniformly potent single glycoside that is completely ab- 

(white); and in sorbed in the gastro-intestinal tract. With ‘Crystodigin,’ the 

1-cc, and 10-cc, ampoules, maximum therapeutic effect can be safely determined by dosage 
0.2 mg. per cc. titration in increments as small as 0.025 mg. 


C 3c Ty ANNIVERSARY 1876 + 1956 7 ELI LILLY AND COMPANY 


= 
| XXVI 
| 
é , 
og / 
| jw 
i 
| 
| 


NORTH CAROLINA MEDICAL JOURNAL 


OWNED AND PUBLISHED BY 
THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


VOLUME 17 


SEPTEMBER, 1956 


NUMBER 9 


The Ways of Life and Heart Disease 


A Plea for Positive Health 
PAUL DUDLEY WHITE, M.D. 
BOSTON, MASS. 


I appreciate and welcome this opportunity 
to speak to you today on a subject which has 
to my mind become one of the most vital 
issues in the private as well as the public 
health of our country today. Throughout the 
land there has been developed by private 
enterprise and public support an excellent 
program of medical research and training 
in the study and treatment of the host of 
diseases that beset us. Beginning with the 
infections, one after another of these dis- 
eases has surrendered to our efforts or is 
being attacked in a very promising way. We 
may hope that, as William Osler prophesied 
in January, 1901, preventive medicine in this 
respect will have yielded great results during 
the present century. 


Advice from the Ancients 

But we need for several reasons something 
more than that. From my own experience 
in practice and in public health during the 
last 40 years, I believe that we should heed 
the advice of our medical ancestors who ap- 
parently knew more, or at least preached 
and practiced more than we, a program of 
positive health habits. And it is a matter 
largely of establishing better habits, not a 
painful daily or weekly program; this, how- 
ever, must be positively arranged; for ex- 
ample, the habit of adequate exercise is just 
as important, I believe, as one’s sleep, one’s 
work, and one’s food. We know a thousand 
times more about disease than our predeces- 
sors generations ago, but apparently infinite- 
ly less about health; at least we seem to, 
although I dare say that it is really only a 
matter of our faulty practice. We could 
certainly take a page or two of profit from an 

Commencement address delivered t» the 1056 Graduating 


Class of The Bowman (Gray School of Medicine of Wake 
Forest College, Winston-Salem, June 10, 1956. 


old volume entitled “The Regimen of 
Health,” translated into English in 1541 at 
the request of the then “victorious King of 
England and of France,” Henry the Eighth, 
from the teachings passed down through the 
preceding centuries from the world’s first 
medical school at Salerno. 

Now I do not mean to say that we should 
become fanatical on the subject. We must 
use common sense and try to strike a balance 
between oversolicitude about our health de- 
cried over two millenia ago by the Greek 
philosophers and our almost total neglect 
today, as indicated by the general disregard 
even for their own health by the medical 
profession in this country at present. Let 
me quote for a minute on both scores from 
the Dialogues of Plato written about four 
hundred years before Christ: 


Well, I said, and to require the help of 
medicine, not when a wound has to be cured, 
or on occasion of an epidemic, but just because 
by indolence and a habit of life such as we 
have been describing, men fill themselves with 
waters and winds, as if their bodies were a 
marsh, compelling the ingenious sons of Askle- 
pios to find more names for diseases, such as 
flatulence and catarrh; is not this too, a dis- 
grace? 

Yes, he said, they do certainly give very 
strange and new-fangled names to diseases, 
[And that still goes on, I might add.} 

Yes, I said, and I do not believe there were 
any such diseases in the days of Asklepios. .. . 

Bear in mind that in former days, as is 
commonly said, before the time of Herodicus, 
the guild of Asklepios did not practice our 
present system of medicine, which may be said 
to educate diseases. But Herodicus, being a 
trainer, and himself of a sickly constitution, by 
a combination of training and doctoring found 
out a way of torturing first and chiefly himself, 
and secondly the rest of the world, 
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How was that? he said. 

By the invention of lingering death; for he 
had a mortal disease which he perpetually 
tended, and as recovery was out of the question, 
he passed his entire life as a valetudinarian; 
he could do nothing but attend upon himself, 
and he was in constant torment whenever he 
departed in anything from his usual regimen, 
and so dying hard, by the help of science he 
struggled on to old age. 

A rare reward of his skill... . 

Asklepios did not instruct his descendants 
in valetudinarian arts .. . because he knew 
that in well-ordered states individuals with 
occupations had no time to be ill. If a car- 
penter falls sick, he asks the doctor for a rough 
and ready cure—an emetic, or a purge, or a 
cautery, or the knife—these are his remedies, 
Should any prescribe for him a course of die- 
tetics and tell him to swathe and swaddle his 
head, and all that sort of thing, he says, “he 
sees no good in a life spent in nursing his 
disease to the neglect of his customary em- 
ployment; and therefore bidding good-bye to 
this sort of physician, he resumes his ordinary 
habits, and either gets well and lives and does 
his business, or if his constitution fails, he dies 
and has no more trouble.” 


The Middle Course 


In commenting upon this passage in 1939, 
I wrote what of course comes to mind today; 
namely, that there must be a sensible middle 
course, taking advantage first naturally of 
all the routine public health measures that 
have been introduced to protect us, and sec- 
ondly, otherwise establishing habits of posi- 
tive health, free of valetudinarianism, that 
can add at least to our comfort and very well 
may materially reduce some of the common 
threats of today, such as hypertension, coro- 
nary thrombosis, and the psychoneuroses, 
although much research still remains to be 
done in detail concerning their efficacy. Let 
me quote from that paper of mine published 
in 1939: 


That old Asklepian practice (of carrying on 
one’s occupation despite some illness which in 
those distant days was incurable) certainly 
represents one extreme of medical care, or 
perhaps better called lack of care, but I rather 
suspect, in fact I am quite sure, that the “new 
medicine” that Plato ridicules and which is 
current in our own day represents the opposite 
extreme, probably equally pernicious. We have 
become soft and careless in acquiring many of 
the ills of mankind, except for infections upon 
which we have concentrated largely to the ex- 
clusion of other disease prevention, but once 
we have acquired these ills we are prone to 
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yield to them and to live lives of apprehension 
and invalidism. There must be a happy mean. 
It is almost certain that our forbears prac- 
ticed far better than we various rules of health 
that tend to delay or to prevent the so-called 
degenerative diseases of middle age, though 
vast numbers did succumb at early ages to the 
infections which we can now prevent. 


Now let me briefly comment on some of 
these environmental factors and ways of 
life which may influence our health. I shall 
not discuss basic and constitutional factors, 
which are certainly in many instances of 
great importance but about which we can 
ourselves do little or nothing, such as race 
and heredity and age and sex. If we believe 
in a fatalistic way that nothing can be done 
to counteract unfavorable influences of these 
factors, life for us all would be grim indeed, 
but I for one feel quite certain that the es- 
tablishment of common sense positive health 
measures can to a surprisingly large degree 
not only neutralize but actually transcend 
the hazards that may be inherent in such 
basic factors. What are some of these en- 
vironmental factors that may act favorably 
or unfavorably upon us? 


Work 


The first that often comes to mind at this 
time in mid-century, but which actually has 
been a source of worry to mankind in every 
generation since the beginning of recorded 
history is “stress and strain.’”’ We should 
carefully distinguish, in the first place, be- 
tween the stresses of physical, of mental, 
and of emotional nature. In every case we 
must consider the host as well as the stress, 
for there are all degrees of resistance and of 
sensitivity of the host as well as degrees of 
the stress itself, a fact which makes an analy- 
sis of this environmental factor a very com- 
plicated problem. Physical strain includes, 
of course, much of the life work of many 
millions of persons in the world today, but 
it has yet to be proved that, barring rare 
exceptions of extremely strenuous labor and 
accidents on the job, work per se physically 
ever hurt a healthy man, woman, or child. 

Unhappily industry and other physical oc- 
cupations have been blamed (for lack of a 
suitable substitute for such blame in our 
way of life today) as the cause of many of 
the ills, even including coronary atherosclero- 
sis, which in all probability are in no way 
associated with such physical activity. This 
is a serious error which is still currently 
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practiced today and for the sake of the future 
of this country urgently demands correction. 
Not only is physical work not responsible 
for most of these ills, but it is probably one 
of the most potent health habits which we 
should make full use of, perhaps most of all 
at older ages when too many hundreds of 
thousands of persons are retired to sit in 
armchairs and to drowse in front of televis- 
ion screens day after day, and even year 
after year, both to the detriment of their 
own health and to that of society, which 
could with more wise planning utilize their 
experience, and their accumulated wisdom, 
often for a good many years more, though 
perhaps at a decreasing tempo. I dare say 
that the one most important measure to im- 
prove and to maintain the health and happi- 
ness of our oldsters is to keep them working 
both mentally and physically; this would 
make unnecessary at least half of all the 
measures, medicinal, social, economic, and 
educational, that are now laboriously being 
introduced as geriatric devices. Of all my 
comments today this perhaps is of the great- 
est importance. 

What I have said about physical work ap- 
plies, I believe, also to mental work with one 
qualification, and that is that some sort of 
physical exercise should be helpful to the 
intensive mental worker, both for the sake 
of relaxation and for the benefit to the whole 
body of such exercise, a point which I shall 
come back to shortly. As in the case of phy- 
sical stress and strain, I don’t believe that 
mental stress and strain hurts a healthy 
man, woman, or child, provided it is not 
extraordinarily severe or prolonged, and pro- 
vided that occasional respites for relaxation 
are offered preferably both by physical exer- 
cise of almost any sort and by some interest- 
ing avocation. It is the neglect of other 
measures of that type, and overindulgence 
in other practices that are doubtless the 
cause of the nervous prostrations, the high 
blood pressures, and the coronary throm- 
boses that are currently blamed upon the 
stress and strain of the job, no matter what 
it is, with possible rare exceptions. 

Thus it is my experience, and hence my 
belief, that hard work, physical or mental, 
never killed a healthy man—nor emotional 
stress either, with the rarest possible excep- 
tions. Practically all the patients who have 
died under emotional stress that I have heard 
about (except in the case of suicides) have 
had adequate underlying physical causes with 
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irritability of heart or brain induced as a 
final event. Let me go back again in history 
on this point. Three times since the birth of 
Christ that I know about, the city of Rome 
has been visited by epidemics of sudden 
death; I dare say there have been other 
occasions, too, of which I know nothing. 
During the first half of the first century A. D. 
many prominent Romans, political, social, 
and professional leaders, died suddenly and 
apparently unexpectedly while going about 
their daily life, as recounted by Pliny the 
Elder. Undoubtedly, from the description 
most of these deaths were due to coronary 
insufficiency, but there were no autopsies. 
Remember this was at the height of the 
prosperity of the Roman Empire, and doubt- 
less the Senators, the lawyers, and even the 
doctors had their own chariots and ate more 
than was good for them. 


In the winter of 1705 to 1706 another 
epidemic of sudden deaths occurred in Rome 
to the consternation of the populace, who 
feared God’s displeasure and supernatural 
causes. However, the combined wisdom of 
Pope Clement the Eleventh and his physic- 
ian, Lancisi, resulted in the institution of 
autopsy study of similar cases during the 
next winter. Every case so studied demon- 
strated a natural cause of death, circulatory 
as a rule—for example, a cerebral hemor- 
rhage or a ruptured aorta. A book resulted 
from this study dedicated to the Pope and 
called by Lancisi De Subitaneis Mortibus. 
Bishop John Wright and I are having this 
book translated, and we hope some day to 
publish the translation with an appropriate 
foreword. 


And now we come to this last winter. A 
few weeks ago when I was in Rome I was 
asked to see patients who were fearful of 
another epidemic of sudden deaths there 
during the winter. The first case, a public 
official, although not yet a patient, was jus- 
tifiably worried for he was a perfect candi- 
date for coronary thrombosis and his elec- 
trocardiogram was already abnormal. Ad- 
vice in time may rescue him if any advice 
we have today can be helpful. At the time 
of my visit to Italy early in May an interest- 
ing and beautifully equipped and well staffed 
hospital was inaugurated on a remote hill- 
side in Southeastern Italy next door to a 
monastery which is visited yearly by many 
thousands of pilgrims from all over the world 
who come for help, physical and spiritual, 
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to Padre Pio, a Capuchin monk devoted to 
the welfare of these pilgrims. 

Here is an opportunity for the study, as 
the Pope himself has announced, of psycho- 
somatic medicine. Without a doubt, as recog- 
nized by our forefathers, the psyche has a 
very important influence on the soma, just 
as I am sure the soma has on the psyche, 
but we are barely at the threshold of know- 
ing how and why. In some way, I believe, the 
bad effects of the alarm reaction, of grief, 
of fear, of anger, and of pessimism can be 
neutralized and even superseded by inculca- 
tion of the positive virtues of courage, pa- 
tience, and optimism. Although many in- 
dividuals are born with these traits, others 
must acquire them and we doctors can help. 

Equanimity 

And so we come to the second important 
positive aid to health, after that of work— 
namely, equanimity. Let me quote briefly 
from William Osler’s valedictory address en- 
titled “Aequanimitas,” presented at the Uni- 
versity of Pennsylvania on the first of May, 
1889. 

. a calm equanimity is the desirable atti- 
tude. How difficult to attain, yet now necessary, 
in success as in failure! ... One of the first 
essentials in securing a good-natured equanimity 
is not to expect too much of the people amongst 
whom you dwell... . 

Hence the need of an infinite patience and of 

an ever tender charity toward these fellow- 

creatures; have they not to exercise the same 
toward us? 

... A distressing feature . . . which will 
press hardly upon the finer spirits among you 
and ruffle their equanimity, is the uncertainty 
which pertains not alone to our science and art, 
but to the very hopes and fears which make 
us men, In seeking absolute truth we aim at 
the unattainable, and must be content with 
finding broken portions. . . 

It has been said that “in patience ye shall 
win your souls,” and what is this patience but 
an equanimity which enables you to rise superior 
to the trials of life? Sowing as you shall do 
beside all waters, I can but wish that you may 
reap the promised blessing of quietness and of 
assurance forever, until 

“Within this life, 
Though lifted o’er its strife,” 

you may, in the growing winters, glean a little 

of that wisdom which is pure, peaceable, gentle, 

full of mercy and good fruits, without partiality 
and without hypocrisy. 
Exercise 

Now let me introduce briefly the more 

mundane factors of exercise and diet. To 


NORTH CAROLINA MEDICAL JOURNAL 


September, 1956 


make the most of our lives in their useful- 
ness, happiness, and longevity, it behooves 
us to try to ascertain the value of certain 
ways of life for ourselves, our friends, our 
patients, and the world at large. Much has 
been said pro and con physical exercise, and 
we must still await more evidence of its 
value in the prophylaxis of such bothersome 
ills today as hypertension, coronary throm- 
bosis, and nervous prostration. Studies now 
going on are beginning to indicate a positive 
value, and many of us hope that some good 
is being done in the way of preventive medi- 
cine in these directions by the establishment 
of sensible exercise habits as well as in the 
favorable effect on the circulation as a whole 
and in improving digestion and counteract- 
ing the results of excessive nervous tension 
and strains. Good muscle tone in legs and 
arms and diaphragm without question aids 
the circulation, and if we avoid sprains and 
strains and the breaking of bones we can 
feel, as I have many times personally, the 
delightful relaxation that comes with mus- 
cular fatigue. Some claim that they can 
live long and healthy lives with very little 
or no exercise, but I believe that there is 
a difference between positive health and 
simply the absence of disease. 


So strongly am I convinced that exercise 
in proper amounts (and much more is 
needed by the mesomorph than by the ecto- 
morph like myself) that I am making every 
effort to get the American young and middle- 
aged male back on his feet again. The wom- 
en don’t need exercise so much, though they 
can profit by it too. By the time I present 
these remarks I shall have visited Chicago 
to take part in the inauguration of several 
safe bicycle paths there, prior to the building 
of a proper path from a suburb into the city 
which will enable thousands of persons, men 
and women of all ages, to cycle to and from 
work regularly and safely. A ride of five 
or six miles twice a day (that is too far to 
walk) will be good for their health and their 
pocketbook and for the traffic congestion in 
the city. There is no reason whatsoever why 
this can’t be done in nearly every city in the 
country, where eventually several paths in 
each can be built. Of course, this requires 
initiative, planning, and money, but in the 
long run it will be more than worth while to 
establish this routine and practical health 
measure to counteract, to some degree at 
least, the soft, push-button way of life that 
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we are threatening to bequeath to our chil- 
dren, who will need more than gadgets to 
survive in this world tomorrow. 

Incidentally, it is of considerable interest 
that not only work (physical and mental) 
is being utilized in the convalescence and 
rehabilitation of cardiac patients, but even 
exercise in sports as a therapeutic measure 
as noted by Rautmann of Braunschweig in 
1954. 

Although we cannot prove as yet that 
John Dryden was correct when he wrote 
about 1680 to a kinsman who lived in the 
country a letter in which the following stanza 
appears, there is, I belive, more truth than 
poetry involved. I quote: 

By chase our long-liv’d fathers earn’d their food; 

Toil strung the nerves and purified the blood; 

But we, their sons, a pamper’d race of men, 

Are dwindled down to three score years and ten. 

Better to hunt in fields for health unbought 

Than fee the doctor for a nauseous draught. 

The wise for cure on exercise depend; 

God never made his work for man to mend. 


Diet and Obesity 
And now, finally, I would add a word about 
diet and obesity. Tobacco and alcohol I shall 
dismiss with the simple statement that their 
excessive use can be very harmful and that 


in the face of certain diseases and disorders 
they can do damage; their moderate use in 
healthy persons seems to do no harm. So far 
as obesity is concerned, we all know that life 
insurance and other mortality statistics do 
definitely point to the decreased longevity 
and more common illnesses in persons with 
considerable overweight, but the details of 
the diet, not the calories per se, are now 
being more extensively studied in researches 
on man himself. 

The first findings have indicated in several 
parts of the world, in countries where differ- 
ent races or different groups of the same 
race ingest quite different amounts of fat in 
their diets, that those who are lowest in the 
economic scale eat the least fat, have the 
lowest content of cholesterol in their blood 
serum, and suffer the least from coronary 
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thrombosis. My own newest adventure in 
cardiovascular epidemiologic research earlier 
this spring was as a clinical colleague of 
Ancel Keys of Minneapolis and Bronte Ste- 
wart of Cape Town in comparing the 
Hawaiian Japanese (with origin in South- 
ern Japan) with the Japanese still living 
in Southern Japan. Although my own 
data have not been completely analyzed as 
yet and although I have not yet learned what 
my physiologic colleagues found in the com- 
parison of the serum cholesterol contents, it 
was very clear that the two chief differences 
in the two groups were that the Hawaian 
Japanese ate much more fat and had more 
coronary thrombosis and at a much younger 
age, typical of our American pattern. 

Thus is our prosperity endangering our 
lives, as perhaps did that of the well-to-do 
Romans in the first century A.D.? It may 
well be so, but much more study still re- 
mains to be done. Even if it proves to be 
true, we can still be prosperous, though with 
some revision of our routine ways of life. 
We may actually enjoy the resumption of 
vigorous physical exercise, the cultivation 
of equanimity, and the substitution of an 
attractive diet such as that to which we be- 
came accustomed in Southern Italy at 20 to 
25 per cent fat for the excessively rich and 
quite unnecessarily fat loaded diet of 40 to 
50 per cent fat to which we have become 
increasingly habituated in this country to- 
day. 


Conclusion 


In closing, I would make two pleas: first, 
for the more adequate support of epidemi- 
ologic research on man himself to determine 
more accurately the beneficial or harmful 
effects of the various ways of life, and sec- 
ond, to urge you, my medical friends and 
through you others, in this country or 
abroad, to support sensible habits aimed at 
achieving a state of positive health even be- 
fore we have all the proof—we may all be 
dead before the researches are finished. Good 
health and a long life to you all. 
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The Therapeutic and Toxic Effects of 
Tranquilizing Drugs: Medical Aspects 


DAN A. MARTIN, M.D.* 
CHAPEL HILL 


Tranquilizing drugs exert effects which 
are of concern to some physicians and not 
to others, in accordance with individual in- 
terests and specialties. The side effects, how- 
ever, should be of interest to all. 

Since more is known about reserpine and 
chlorpromazine, and they are widely used, 
more attention will be devoted to them. Brief 
mention will be made of azacyclonol (Fren- 
quel), Other drugs such as meprobamate 
will not be considered because of insufficient 
clinical and experimental data for evalua- 
tion. 

An estimated four to five million persons 
had been treated with chlorpromazine by 
late 1955". No such estimates are available 
regarding the use of reserpine but, having 
been introduced earlier, it probably has been 
dispensed to at least this number of patients. 
These facts alone make it important that we 
understand the indications and contraindica- 
tions for the use of these drugs. 


Rauwolfia and Reserpine 

Rauwolfia was originally used in this coun- 
try in the treatment of hypertension”. Both 
it and reserpine have continued to be popu- 
lar with internists and others treating this 
disease. Its effect on the mood of hyperten- 
sive patients was so striking that it was soon 
used extensively in the treatment of emo- 
tional diseases, the purpose for which it was 
originally employed in India. 
Dosage 

No sharp distinction can be made between 
low and high dosages. Generally speaking, 
0.1 to 1.0 mg. of reserpine a day is considered 
a low dose, and this is usually continued for 
several weeks or months in the treatment 
of chronic diseases. High doses, ranging 
from 2.5 to 5 mg., are more often used for 
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shorter periods of time, particularly when 
the sedative action is desired. 


Medical indications 

Both Rauwolfia and reserpine will lower 
blood pressure in many hypertensive pa- 
tients ®, and there is little difference be- 
tween the whole root and the purified prep- 
aration”. Bradycardia precedes any pro- 
nounced lowering of blood pressure and in- 
dicates that the therapeutic effect is being 
reached. Besides a sense of well-being and 
freedom from tenseness, objective changes in 
the form of improvement of the electrocar- 
diogram, decrease in cardiac size, and de- 
crease in angina and symptoms of failure 
have been reported’. The tranquilizing ef- 
fect, one of the primary objectives in pre- 
scribing this drug for hypertension, is toler- 
ated by most patients. Some, however, are 
made more uncomfortable by it'*’. It would 
appear that these patients cannot accept or 
are unable to tolerate medically induced 
“tranquility.” The combination of other hy- 
potensive drugs with reserpine lowers the 
blood pressure further than might be ex- 
pected with either alone. This is particularly 
true of hydralazine (Apresoline)‘*”*’, al- 
though how this synergistic action comes 
about has not been studied. 

Patients who have had head injuries or 
brain operations often need to be sedated 
without masking important and perhaps 
changing neurologic signs. Reserpine seems 
to fulfill this need because it controls irri- 
tative phenomena of the central nervous 
system without producing any other acute 
neurologic changes, even though large doses 
are usually required. An additional advan- 
tage appears to be the relative freedom from 
post-traumatic headache following recov- 
ery’, 

The tranquility produced by reserpine is 
of value in some dermatologic conditions, 
especially those in which the emotions are 
thought to play a large part, for example, 
neurodermatitis, anogenital pruritus, and 
atopic dermatitis. About two thirds of such 
patients are improved when reserpine is 
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added to the program. In only one specific 
condition, hyperhidrosis, can moderate im- 
provement be expected in almost all cases. 
Most of these patients are improved in one 
or two weeks, where previous treatments 
have been ineffective”. 


Side effects 


Serious reactions related to reserpine ad- 
ministration were reported in 1955°**, 
There is now no doubt that depression is a 
frequent side effect, the risk of which must 
be carefully considered in each patient. 
From 0.9'%") to 1.7 per cent'*’ of patients tak- 
ing the drug experience depression and ac- 
companying anxiety and agitation. With- 
drawal of the drug is sometimes enough to 
reverse this serious turn of events, but ana- 
leptics, prolonged psychotherapy, and elec- 
troshock therapy are necessary in most cases. 
Some patients have committed suicide. The 
onset of depression, though occasionally 
abrupt, as a rule is insidious, and is often 
suggested by increasing nervousness, in- 
somnia and “blueness.’’* Although these 


patients may not have overt emotional ill- 
ness at the time therapy is initiated, many 
give a history of previous depression or other 
psychiatric disorder. 


Such a history con- 
stitutes a major contraindication to the use 
of reserpine. Similarly, patients who have 
chronic brain disease, whether degenerative 
or traumatic, should be observed carefully 
for the development of depressive reac- 
tions’. The risk attending the use of re- 
serpine in these states is in contrast to its 
effectiveness in acute brain damage previous- 
ly mentioned. 

The potential danger of giving electrocon- 
vulsive treatment to patients on reserpine 
recently has been reported’. A prolonged 
shock-like state may develop, and has caused 
death. No explanation for these catastrophic 
events has been advanced. Individual sus- 
ceptibility cannot be predicted as yet, and on 
the basis of present experience it seems best 
to postpone electroshock therapy until at 
least seven days after reserpine has been 
stopped. This period is required for destruc- 
tion and excretion of any reserpine in the 
body. 

There are at least two drugs with which 
it is unwise to combine reserpine. Dipheny]- 
hydantoin (Dilantin) is competitively inhib- 
ited by reserpine. Although in combination 
with reserpine, many other anti-convulsant 
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drugs require large doses to be effective, 
none is inhibited to the same extent as di- 
phenylhydantoin''”’, Reserpine employed in 
the treatment of psychotic patients with 
convulsive disorders has improved only about 
5 per cent of the patients, and a definite 
increase in the number of seizures during 
the first six weeks has been observed. Be- 
yond that time, seizures do not increase in 
frequency even though reserpine is contin- 
ued"), 

In rats, simultaneous administration of 
reserpine and morphine reduces the pain 
threshold. More morphine is necessary to 
produce equivalent analgesia with reserpine 
than without it’. Where possible, the com- 
bination of these two drugs should be 
avoided. 

In some patients, a Parkinson-like state 
is observed when large doses of reserpine 
are employed for prolonged periods. Dis- 
continuation of the drug or a reduction in 
dosage usually reverses this condition. The 
mechanism involved has not been determined 
with certainty’. 

In most series of patients treated with 
reserpine, a small number must stop the 
drug because of minor side effects. These 
rarely occur until treatment has continued 
for at least two months’. Familiar and 
frequent side effects such as nasal conges- 
tion, “light-headedness,” loose stools, and 
unpleasant dreams are annoying but not 
dangerous. Hypotension is not usually severe 
enough to warrant stopping the drug. Other 
effects reported less frequently are decreased 
libido and weight gain. The latter has usual- 
ly been ascribed to an increased appetite, 
although another explanation has been pro- 
posed, 

Hypertensive patients with no previous 
congestive heart failure were observed to 
gain weight on small doses of reserpine. 
The amount of fluid retained and the severity 
of failure were observed to increase when 
the drug was administered and to improve 
when it was withheld“®), Although the me- 
chanism is unknown, it is suggested that a 
water- and possibly a sodium-retaining fac- 
tor are present to account for the increased 
fluid and failure”. This effect is difficult 
to reconcile with the objective improvement 
in the cardiac status described above. It 
seems possible that reserpine lowers blood 
pressure and improves cardiovascular funce- 
tion despite fluid retention in some patients, 
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while in others the cardiovascular function 
remains unchanged and the added fluid is 
enough to precipitate failure. 


Chlorpromazine 

Dosage 

Daily amounts of 10 to 100 mg. of chlor- 
promazine given orally are regarded as small 
or average doses, but the same amounts 
given parenterally exert a greater effect. 
Large oral dosages are those in excess of 
100 mg. per day. 


Medical indications 

Nausea and vomiting are usually decreased 
by chlorpromazine. It has been of most value 
in the nausea and vomiting which accompany 
uremia of any cause,””’, radiation sick- 
ness’, nitrogen mustard therapy”), and 
gastroenteritis’”’. The simple nausea and 
vomiting associated with early pregnancy 
and the postoperative nausea and vomiting 
due to anesthetic agents are also bene- 
Since vomiting due to intestinal 
obstruction may be prevented by chlorpro- 
mazine’”’, it is imperative that a correct 
diagnosis be established prior to its use so 
that important diagnostic symptoms will 
not be masked. 

Potentiation of narcotic drugs is now an 
established property of chlorpromazine’. 
Narcotic requirements in patients with can- 
cer may be reduced by as much as one-half, 
enabling the patients to speak of their pain 
more objectively. The improved analgesia 
may be due to an altered reaction to the 
painful sensory stimulus. In cancer patients, 
progressively larger doses of chlorpromazine 
usually become necessary, but this may rep- 
resent increased pain from advancing cancer 
rather than tolerance to the drug. 

Patients addicted to narcotics have been 
withdrawn satisfactorily under chlorproma- 
zine treatment”. This may be done abrupt- 
ly by withdrawing the narcotic and giving 
parenteral injections of chlorpromazine for 
two or three days, then gradually decreasing 
oral doses. On this regimen, patients usually 
have good appetites, are free from agitation, 
insomnia, vomiting and diarrhea, and do 
not demand narcotics. This method appears 
to have advantages over methadone sub- 
stitution, and deserves further clinical trial. 

Hiccoughs may be successfully treated 
with chlorpromazine. Intravenous adminis- 
tration has given considerable relief in the 
majority of patients who have been unre- 
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sponsive to the usual methods’, although 
some observers feel that oral administration 
is as effective and has fewer side effects'”’. 


In acute tetanus, large doses of chlorpro- 
mazine by continuous intravenous infusion 
will reduce the tetanic episodes to a manage- 
able number which do not induce exhaustion. 
It is apparently better than the usual treat- 
ment consisting of barbituates and muscle 
relaxants or light anesthesia and curare, and 
is associated with fewer nursing problems 
and medical complications’. 

Severe neurodermatitis, particularly in old- 
er persons, may often improve when chlor- 
promazine is combined with other treat- 
ments which previously were only partially 
successful’, Though exacerbations may 
occur during its administration, they are 
neither as severe nor as prolonged. An anti- 
pruritic effect has been noted in patients 
with uremia" 


Side effects 

Of the more important side effects, jaun- 
dice is the most publicized. A survey of four 
countries shows an incidence ranging from 
0.003 per cent in France to 3 per cent in this 
country”, The reason for this discrepancy 
is not entirely apparent, but it may be re- 
lated to concurrent epidemics of infectious 
hepatitis in some of the patient popula- 
tions’ or to the route of administration of 
the drug. Parenteral use is said not to be 
associated with jaundice’. If hepatic tests 
are not performed, it is impossible to say 
with certainty whether the jaundice is due 
to one of the usual viruses or to chlorproma- 
zine. 

Several interesting clinical features re- 
garding chlorpromazine jaundice have been 
observed. A low grade fever between the 
fifth and thirteenth days of treatment may 
alert the physician to the probable immi- 
nence of jaundice’. This fever may be the 
only indication of incipient jaundice, but 
it may also be accompanied by “grippe-like” 
symptoms’. Once these symptoms occur, 
the serum alkaline phosphatase is frequently 
elevated and may be the next indication of 
clinical jaundice. If the alkaline phosphatase 
is abnormal or jaundice develops, chlorpro- 
mazine should be stopped. In the presence 
of chlorpromazine hepatitis, the liver func- 
tion tests show the pattern of obstructive 
jaundice—that is, elevated alkaline phos- 
phatase and bilirubin with relatively normal 
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hepatocellular function tests. When pro- 
longed jaundice of this type is encountered, 
the problem of distinguishing between sur- 
gically obstructive and chlorpromazine-in- 
duced jaundice will arise. In a few cases 
eosinophilia is associated with the chlorpro- 
mazine jaundice, and may be useful in mak- 
ing this distinction’. Rarely, a patient will 
remain jaundiced for seven months or more, 
apparently without sustaining permanent 
damage’. It has not been definitely de- 
termined whether antecedent liver disease 
predisposes to this complication, but in view 
of the present uncertainty, it probably is 
best to withhold chlorpromazine in the pres- 
ence of any known liver disease. If after 
five weeks of treatment no complications 
have arisen, they are unlikely to do so, and 
the drug may be continued more or less 
indefinitely”. 

Blood dyscrasias, mainly agranulocytosis, 
are sometimes associated with chlorproma- 
zine. Of an estimated four million persons 
who have received chlorpromazine, about 1 
in 50,000 to 1 in 100,000 have developed 
agranulocytosis. The A.M.A. Committee on 
Pharmacy and Chemistry has located 45 
such cases, of which 17 were fatal. All in 
whom this side effect was discovered early 
recovered when the medication was stop- 
ped", 

Skin conditions may occur in those re- 
ceiving or handling the drug. In the former 
case, an urticarial reaction is the usual 
type, but morbilliform eruptions may also 
occur during the fourth week of therapy 
and usually subside whether or not treat- 
ment is continued’. When medical person- 
nel handle the parenteral preparation, they 
may manifest contact dermatitis even though 
this drug is not a strong skin sensitizer” 

Like reserpine, chlorpromazine in larger 
doses for prolonged periods may produce a 
-arkinson-like syndrome” Withdrawal 
or reduction of dosage and treatment as for 
Parkinsonism usually reverse this effect. 
For reasons that are obscure, this complica- 
tion, like jaundice, is reported more frequent- 
ly in the United States than in Europe. 

-atients taking chlorpromazine should be 
warned that its sedative effects are increased 
when added to those of alcohol, and excessive 
drowsiness may occur. This is of particular 
importance when patients are driving auto- 
mobiles or in other circumstances in which 
full attention is necessary’. 
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Minor side effects occur primarily in the 
cardiovascular system. A _ lowered blood 
pressure associated with tachycardia is a 
frequent finding. Rarely is this of great con- 
sequence, although patients may occasionally 
require intensive treatment'”’. Hypertensive 
patients may be expected to have greater 
falls in blood pressure’. Bed rest following 
its parenteral use helps prevent the subjec- 
tive weakness, light-headedness, and syncope 
which might otherwise follow. The drowsi- 
ness which often occurs with smaller doses 
of the drug usually abates or disappears aft- 
er the first seven days. Small amounts of 
dextro-amphetamine (Dexedrine) may 
counteract this effect'“"’. About one fifth 
of the patients taking chlorpromazine com- 
plain of a bitter, foul taste and a dry 
mouth'**"*), Galactorrhea is a rare but 
troublesome 

Several million patients have received 
chlorpromazine now, and the whole problem 
of side reactions, although of great import- 
ance, may have been emphasized excessive- 
lv’, The recent introduction of a similar 
preparation (promazine), said to be less 
toxic, may further reduce the few side effects 
now present with chlorpromazine. 

Azacyclonol (Frenquel) 

Azacyclonol is a gamma isomer of pipra- 
drol hydrochloride (Meratran). Unlike its 
parent compound it is not a central excitant, 
but rather an antagonist of the stimulating 
effect produced by other drugs, particularly 
hallucinogenic agents’. The psychoses that 
are produced by LSD-25 and by mescaline 
on an experimental basis can be blocked by 
azacyclonol, 

Dosage 

When employed in acute situations, 100 
mg. of azacyclonol is administered intraven- 
ously, and a dose of 20 to 40 mg. of the oral 
preparation is then repeated every three to 
six hours for several days. Experience in 
jess acute conditions has not been sufficient 
to determine the optimum dose range. 


Indications 

This drug has been variably and unpre- 
dictably successful in treating the hallucina- 
tions experienced in schizophrenia. How- 
ever, in the so-called postoperative confus- 
ional states seen in elderly orthopedic or 
urologic patients, azacyclonol seems to be 
very effective. Often the pre-morbid mental 
state is attained within 24 hours after the 
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intravenous administration of the drug, and 
patients are continued on the oral prepara- 
tion for another week. Symptoms apparently 
do not recur’, 

Patients suffering from acute alcoholic 
hallucinosis benefit remarkably from azacy- 
clonol. Within 30 minutes to four hours 
after the intravenous administration of the 
drug, hallucinations, tremor, and agitation 
have subsided and the patient is approaching 
a manageable state ‘”’. This may well prove 
to be its most important medical use. 


Side effects and contraindications 


Azacyclonol in therapeutic doses has not 
yet produced any reported side effects. 


Summary 


The therapeutic and toxic effects of tran- 
quilizing drugs are reviewed from a general 
medical point of view. 

Reserpine treatment in hypertension, acute 
brain injury, and certain dermatologic con- 
ditions is discussed. Depression and a Par- 
kinson-like state are the common major side 
effects. Electroconvulsive therapy, Dilantin, 
and morphine are contraindicated with re- 
serpine. Minor side effects are also men- 
tioned. 

Chlorpromazine is helpful in reducing the 
nausea and vomiting due to uremia, radia- 
tion therapy, nitrogen mustard therapy, 
gastroenteritis, early pregnancy, and anes- 
thetics. It is also useful in the potentiation 
of narcotics and in narcotic addiction as well 
as in hiccoughs, tetanus, and neurodermati- 
tis. Major side effects are jaundice and a 
Parkinson-like state. Blood dyscrasia is 
rare. Minor side effects are discussed. 

Azacyclonol (Frenquel) is useful in post- 
operative confusional states and in acute 
hallucinosis. No toxic effects from this drug 
have been reported. 
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Effects of Tranquilizing Drugs on Reticular 
System Activity in Man 


A Preliminary Report 


JAMES §S. GLOTFELTY, M.D. 
and 
WILLIAM P. WILSON, M.D. 


DURHAM 


The behavioral effects of the tranquilizing 
drugs are well known. Many papers have 
appeared in the literature to document the 
changes produced by these drugs. Although 
the neurophysiologic changes brought about 
by chlorpromazine have been studied in ani- 
mals, to date little work has appeared con- 
cerning the changes of cerebral electro- 
activity in man. 


The animal] experiments with chlorproma- 
zine have been adequately reviewed by Cour- 
voisier”’. Of the many changes produced in 
central nervous system activity, those af- 
fecting the activity of the reticular system 
have been of particular interest. Summar- 
ized, they are: (1) diminution of the sen- 
sitivity of the reticular system to afferent 
sensory or nociceptive impulses, and (2) 
suppression of the activating effects of cir- 
culating adrenaline. These pronerties are 
manifested by depression of activity within 
the reticular system itself when auditory 


Read before the Section on Neurology and Psychiatry, Med- 
ical Society of the State of North Carolina, Pinehurst, May 1, 
1956. 

From the Psychiatrie Service, 
pital, Durham, North Carolina, 

*The promazine used in this study was generously furnished 
by the Wyeth Laboratories, Inc., Philadelphia, Pa. 


Veterans Administration _Hos- 


and sensory stimuli as well as electrical 
stimuli to the hypothalamus were used to 


elicit arousal responses”. This was corre- 


lated with a change in cortical activity. 


Morruzi and Magoun’ have shown in the 
cat that the normal electrical activity of the 
brain is replaced by low voltage fast activity 
if the reticular system of the animal is 
stimulated, The responses thus obtained are 
indistinguishable from those seen in electro- 
encephalograms on human beings and ani- 
mals when the eyes are onened, a sudden 
loud sound is made, or tactile and nociceptive 
stimuli are applied. More recently Bonvallet 
and Dell’ have demonstrated a similar re- 
snonse in the cat to circulating adrenaline. 
This humoral arousal response is similar to 
that elicited by sensory stimulation: it is 
characterized by a change in the electroen- 
cephalographic pattern with its characteris- 
tic 8 to 12 per second alpha rhythm to one 
of low voltage fast activity. 

Recently in studying a large series of pa- 
tients receiving chlorpromazine, Szatmari 
has pointed out that a 50 mg. dose of the 
drug given intravenously produces the fol- 
lowing changes in the electroencephalogram : 
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Figure i 


. Marked relaxation and disappearance 
of muscle artefact due to relaxation of 
muscle tension 

. Decrease of the alpha frequency of 114 
per second with a 30 per cent increase 
in voltage 

8. Increase in the temporal and parietal 

5 to 6 per second activity 

4. Drowsiness or light sleep patterns 

5. In epileptics, increased sensitivity to 

hyperventilation 

From these observations and observations 
on patients receiving the drug orally, he 
felt that there was an increased synchron- 
ism and normalization of the electroence- 
phalogram, and that this might indicate a 
change in reticular system activity. Sha- 
gass'” has also observed a more normalized 
electroencephalogram after the administra- 
tion of chlorpromazine. 

Because of these observations on animals 
and the recent work on human beings, it 
was felt that a systematic study of human 
reticular system activity should be carried 
out, because this system is one of the few 
that is readily accessible to study in man by 
electroencephalography. 

Method 


Twenty patients with anxiety and depres- 


sive reactions of varying degrees of severity 
were selected for study from the psychiatric 
service of the Veterans Administration Hos- 
pital, Durham. One sociopathic personality 
was included in the series. Control records 
were obtained prior to administration of the 
drug. The first experimental record was 
made after the patient had been taking the 
drug for four days or longer. Ten patients 
received chlorpromazine, 6 meprobamate, 
and 4 promazine. Three patients of the 
promazine group received the drug intraven- 
ously in doses varying from 75 to 200 mg. 


Recordings were done on a Model III D 
Grass electroencephalograph. Standard elec- 
trode placements were used. 


Photic arousal responses were elicited by 
the use of single flashes from a Grass Mode! 
PS1 photic stimulator, sound responses by a 
loud clap of the hands, and tactile responses 
by stroking the hand heavily with a coarse 
test tube brush. Nociceptive responses were 
elicited by a sharp pin prick. 


The records were examined for changes 
in the basic patterns of the electroencephalo- 
gram, and for changes in the duration and 
latency of arousal responses as elicited by 
the four methods. 
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Results 

In none of the patients were changes in 
the basic patterns of the electroencephalo- 
gram observed. The parieto-occipital alpha 
rhythm was unchanged in frequency or volt- 
age. Careful scrutiny was given to the 
frontal and temporal regions for changes in 
fast activity. Contrary to the effects of 
medication with barbiturates, none was seen 
with these medications. 

Those patients receiving oral medication 
showed no change in arousal responses. The 
average duration and latency of the re- 
sponses were the same regardless of the 
medication and dosage. Surprisingly enough, 
however, it was observed that with the 
intravenous administration of promazine, 
arousal responses were markedly reduced in 
duration and at times were nearly absent. 
This was especially true of responses to 
both sound and photic stimuli. 


Comment 


Although much attention has been focused 
on the effects of the tranquilizing drugs on 
the reticular system, it would seem from 
these studies that therapeutic doses of the 
tranquilizing drugs given orally (200 to 
500 mg. of chlorpromazine and promazine 


daily, and 1600 mg. of meprobamate) have 
little effect on the function of the reticular 
system when the usual methods of eliciting 
responses in the electroencephalogram are 
followed. The striking lack of change in 
these responses, in contrast to the sometimes 
dramatic improvement of clinical symptoms, 
is difficult to explain on the basis of de- 
creased reticular activity to nonhumoral 
activating stimuli. 


It is generally agreed that the activity of 
the ascending reticular activating system is 
most classically manifested by the arousal 
responses to various stimuli. This is reflected 
in the desynchronization of the cortical ac- 
tivity. It would therefore seem likely that, 
if the major action of the tranquilizing drugs 
is to reduce the sensitivity of the reticular 
system to sensory stimuli, some change in 
this activity would be manifested in both the 
duration and latency of the arousal response. 
This does not occur with oral medication, 
but does with intravenously administered 
promazine. The rather striking reduction of 
arousal responses, sometimes to an almost 
minimal level, is strong presumptive evidence 
of some effect on reticular system activity. 
We are at a loss to explain the discrepancy 
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between the findings in patients receiving 
the drug orally and those receiving it intra- 
venously. It seems likely that promazine 
does have a somewhat selective effect on 
reticular system activity in contrast to the 
barbiturates, which produce a more diffuse 
effect involving the cortical as well as the 
subcortical activity. 

Although other authors” state that a 
heightened synchronism of the records fol- 
lows the administration of chlorpromazine, 
our records taken after oral medication do 
not corroborate this finding. Careful atten- 
tion was paid to the frequency and voltage 
of the basic alpha rhythm but no significant 
changes were noted. Furthermore, the slow 
activity of the parietal and temporal regions 
was not altered significantly. 


Summary 


1. The effect of chlorpromazine, proma- 
zine, and meprobamate on arousal responses 
elicited by sensory stimulation was studied 


in 20 patients. 

2. No changes in basic electroencephalo- 
graphic patterns were observed. 

8. The presence, duration, and latency of 
arousal responses in human beings were not 
altered by the tranquilizing agents studied 
when they were administered orally. 

4. Arousal responses were markedly re- 
duced in duration when promazine was ad- 
ministered intravenously. 
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Discussion 

Dr. David W. Abse (Durham): Are there any 
question or comments? 

Dr. Fred Langner (Pine Bluff): I would like to 
ask Dr. Martin about some of the toxic reactions 
to Equanil. Ws assumed that it was wholly harm- 
less until one of our patients suddenly acquired a 
boiled lobster appearance and broke out in a total 
body rash which was a little worse on unexposed 
areas but also occurred on exposed areas. Another 
patient manifested an allergic type of rhinitis ac- 
companied by considerable sneezing every time she 
resumed taking the drug. 

Dr. Martin: Equanil was not included in this 
series because there did not seem to be enough 
material in the literature to warrant a discussion. 
The toxie reaction does not surprise me. New drugs 
often produce side-effects which are in some cases 
serious. 

Dr. Abse: Will Dr. Langner tell us how much of 
the drug his patients were taking? 

Dr. Langner: The patient who was sneezing was 
a doctor’s wife who liked to vary her dosage to 
suit her fancy. She would stop it altogether at 
certain intervals, then resume a regular dosage, 
usually less than that customarily prescribed, and 
give it up again when the rhinitis recurred. The 
patient with dermatitis initially took one tablet 
four times daily. She then had an upsetting ex- 
perience at home and doubled the dose as a con- 
sequence, taking an anti-emetic drug along with 
it. There was no change in the reaction: the macu- 
lar rash developed in each instance, receding in 
about three days after the drug was withdrawn. 

Dr. Thomas W, Farmer (Chapel Hill): I would 
like to hear Dr. Wilson or others discuss some of 
the clinical applications and results of these drugs. 

Dr. Wilson: One point that should be stressed is 
that often the results are incongruous. Some ad- 
vertisers would have you believe that the drugs 
are good for anything from falling hair to in- 
growing toenails. Those of us who have studied 
the effects on large groups of patients, however, 
find that they have certain uses which are fairly 
clearly indicated. My experience has not led me to 
have much faith in reserpine. I have had 4 or 5 
patients who, while taking it, would fall in a dead 
faint from hypotension every time they got out 
of bed. Each of us has preferences determined by 
our own personal experience, 

I would say that the majority of these drugs 
have some uses, although Equanil seems to me to 
be the least useful. Certainly, chlorpromazine, 
promazine, and reserpine have been helpful in the 
short-term treatment of acutely disturbed pa- 
tients whose illnesses ordinarily would have been 
short term anyway. The new drug, promazine, can 
be given intravenously, in doses of 400 to 500 mg. 
daily, to patients with marked hypertension. On 
occasion it has caused some patients to go into 
shock. It is less irritating and it can easily be given 
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intramuscularly without producing the big knots 
and irritated areas in muscles which are associated 
with chlorpromazine. Moreover, it probably has 
less toxic effect. 

Promazine is wonderfully effective in the treat- 
ment of deliriums tremens. Patients are usually 
back on thir feet within 48 hours after taking one 
fairly large injection, followed by oral doses. 

Another point to be stressed is the difficulty of 
evaluating any drug in the presence of other 
methods of treatment. If a patient is receiving 
electric shock and three different drugs at the 
same time, it is difficult to say which agent pro- 
duced the results. My opinion is that these drugs 
all have their uses, that some are better than 
others, and that one’s use of them is determined 
by his own experience and preference. 


Dr. Leslie B. Hohman (Durham): I think a word 
of warning is in order. Reserpine is a dangerous 
drug from the standpoint of precipitating depres- 
sions in hypersensitive patients. At least 12 of our 
patients at Duke have been thrown into depres- 
sion by reserpine. It is our impression now that if 
the drug is stopped promptly, before symptoms are 
very far advanced, the depression can be arrested. 

Dr. Wilson: I would like to comment briefly on 
the photosensitive dermatitis associated with chlor- 
promazine therapy. Persons taking Thorazine may 
go out in the sun on a warm day and come in 
looking like a boiled lobster and be uncomfortable 
for many hours thereafter. Even aspirin occasion- 
ally produces some side effects in certain people. 
We will doubtless encounter such side effects as 
dermatitis, liver damage, and other toxic manifesta- 
tions in using these drugs. One can only assess the 
value of the drug in each case and decide whether 
it is great enough to outweigh the risk. So far as 
I know, Equanil has not produced a toxic effect in 
our use of it. I therefore consider it one of the 
most innoccuous drugs therapeutically. 

Dr. Amos N. Johnson (Garland): In the area 
where I practice are some 50 or more other doc- 
tors who treat all sorts of disorders with Equanil. 
Whereas they get excellent results with it in nerv- 
ous conditions, I have never used it successfully on 
a patient who was ill enough to be referred to a 
psychiatrist. 

Dr. Abse: My experience has been similar, as I 
think probably has Dr. Wilson’s. The patients who 
are referred to us from the psychiatric inpatient 
service are usually too ill to respond to such drugs 
as Equanil. The few with mild anxiety states whom 
I have observed do seem to respond with less ten- 
sion. 

Dr. Dobson (Durham): I would like to learn 
more about the toxic effects, particularly agranu- 
locytosis. In treating outpatients, how often should 
we study the blood picture, and at what stage of 
the medication may we assume that we are safe 
from agranulocytosis? I am also interested in the 
hyperpyrexia associated with the use of chlorpro- 
mazine. Finally, at what stage of treatment with 
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Serpasil or rauwolfia is one safe from the danger 
of a major depression? 

Dr. Martin: With regard to agranulocytosis, the 
question of blood tests arises whether the inci- 
dence is 1 in 50 cases or 1 in 100,000 cases. Is one 
justified in making repeated blood tests on all 
patients who are being kept on the drug? I do 
not have an answer to the problem. An A.M.A., 
report on this drug stated that the patients whose 
cases are detected early usually recover. When 
patients who are closely followed begin to com- 
plain of bleeding gums or other symptoms, this 
would seem to be the obvious time to discontinue 
the drug and make blood counts. This is an eco- 
nomic as well as a medical problem, and I do 
not know the answer. 

As to the pyrexia, do you want to know whether 
this is a good indication of the onset of jaundice? 

Dr. Dobson: Yes; and also, what is the frequency 
of this complication? Since chlorpromazine has 
been available, | have had 2 patients who began 
running a temperature of 103 F. after taking the 
drug four or five days. 

Dr. Martin: It has been said that low grade 
pyrexia is the sign to watch for, though tempera- 
tures up to 105 F. have been recorded, usually 
within the first 14 days. After three to five weeks, 
I think, this complication is unlikely; it is during 
the first few weeks that one should be on the 
alert for signs of jaundice. Upper respiratory 
symptoms are also premonitory of the disease. 

As for depression, I don’t think it is ever safe 
to relax one’s observation of a patient who is tak- 
ing reserpine. This complication has been reported 
in dozens of patients who were receiving as little 
as 0.1 mg. a day, The drug houses say to reduce the 
daily dosage from 1.0 to 0.1 mg., but I am not 
sure that even this safeguard is sufficient. I think 
the history can be of the greatest help in avoiding 
this problem—that is, a history of previous brain 
damage, degenerative or traumatic. 

Dr. Hohman: I had one patient with hyper- 
pyrexia which we first thought was due to an in- 
fection of the throat. When we stopped the drug, 
the throat symptoms also subsided. When we re- 
sumed it, the patient’s temperature rose to 106 
F. within 12 hours. | would guess that the de- 
pression following the use of reserpine for hy- 
pertension in doses as low as 0.1 mg. are most 
likely to oceur in patients with a history of depres- 
sion. 

Dr. John Chapin (Benson): What about the use 
of chlorpromazine in obstetrics? Is there any dan- 
ger to the baby or the mother during labor? 

Dr. Martin: I do not know. I think it is useful 
in the treatment of the persistent nausea and 
vomiting of early pregnancy, but that is a differ- 
ent matter. 

Dr. Wilson: I think it would be relatively unsafe 
if used in conjunction with morphine or any other 
narcotic. Certainly, it has a potent effect in poten- 
tiating other drugs. 
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The Care of the Patient With a Fractured Pelvis 


IRA H. RAppP, M.D. 


CHARLOTTE 


The pelvis is a bony oval strategically 
placed between the trunk and the lower 
extremities, protecting the pelvic viscera 
and so situated as to make it highly vulner- 
able to both direct and indirect trauma. 


Anatomy 


The pelvic oval consists of two innomi- 
nate bones connected in front at the sym- 
physis pubis and articulating behind with 
the triangular-shaped sacrum at the sacro- 
iliac joints. The innominate bone is made 
up of three parts: The largest, the ilium, 
forms the crest of the pelvis and terminates 
in front at the readily palpable anterior 
iliac spine, and behind at the less obvious 
but still palpable posterior iliac spine. The 
body, or thickened portion, of the ilium 
constitutes the upper and main weight- 
bearing portion of the acetabulum, or hip 
socket, The pubis, or second part of the in- 
nominate bone, forms by its superior ramus 
the anterior portion of the acetabulum, The 
body of the pubis connects with the oppo- 
site pubic body to form the subcutaneous 
and easily traumatized symphysis pubis. 
The inferior pubic ramus joins the body 
with the ascending ramus of the ischium, 
which is the third part of the innominate 
bone. The body of the ischium forms the 
posterior inferior portion of the acetabu- 
lum, and its prominent tuberosity supports 
the weight of the trunk in the sitting posi- 
tion. The sacrum, made up of five fused 
segments, is wedged between the two in- 
nominate bones by the almost immobile and 
strongly supported sacro-iliac joints. 

The pelvis performs a variety of func- 
tions. It protects the abdominal and pelvic 
viscera, it forms the boundary of the birth 
canal in women, it supports the weight of 
the trunk and transmits body weight te 
the extremities through the hip joints. The 
pelvis also affords attachment for the trunk 
and leg muscles. In order to preserve these 
pelvic functions, adequate treatment should 
be rendered to all pelvic fractures. 


Read in the postgraduate instructional course, Section on 
Trauma, Medical Society of the State of North Carolina, 


Pineburst, April 80, 1966, 
From the Charlotte Orthopedic Clinie, Charlotte. 


Classification of Fractures 


Many classifications of pelvic fractures 
have been proposed, some of which are 
needlessly complicated. The one suggested 
here is based in general on the severity of 
the injury (table 1). 


Table 1 


Fractures of the Pelvis 
I. Simple fractures 
Undisplaced fractures 
Avulsion fractures 
II. Complex fractures 


JII, Complicated fractures 
Displaced fractures with complication (urin- 
ary tract; pelvic-abdominal, or thoracic vis- 
cera; head and extremity injuries) 


Simple fractures: For the most part these 
fractures are undisplaced, are usually 
single, rarely more, and demand treatment 
by bed rest or supportive weight-bearing 
(fig. 1). Also included in this category are 
fractures associated with avulsion injur- 
ies caused by violent contraction—for ex- 
ample, the avulsion of the anterior-inferior 
iliac spine by the rectus femoris, or the 
avulsion of part of the ischial tuberosity by 
contracting hamstring tendons. 


Complex fractures: Complex fractures 
include displaced pelvic fractures, and mul- 
tiple fractures, with or without involve- 
ment of the pelvic articulations—that is, 
the symphysis pubis, sacroiliac joints, or 


Figure 1. Roentgenogram showing the injury of 


a 45 year old clerical worker who sustained a frac- 
ture of the ascending ramus of the pubis in a fall. 
She was treated with diathermy for three weeks 
and lost no time from work. 
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PELVIC FRACTURES—RAPP 


Figure 2. Roentgenogram of a 62 year old man 
who fell from a roof, fracturing the pelvis and 
simultaneously dislocating the head of the femur 
through the acetabulum. The dislocation of the hip 
was reduced by means of traction through the 


greater trochanter. He was on crutches for nine 
months, after which he returned to his job as a 
carpenter. 

Figure 3. Roentgenogram of the pelvis nine 
months after treatment of fracture (See fig. 2). 


Figure 4. A 41 year old woman was involved in 
an automobile accident. She sustained multiple 
fractures of the anterior as well as the posterior 
rim of the pelvis, including a diatasis of the right 
sacro-iliac joint and posterior dislocation of the 
right hip. She was initially treated for shock and 
urologic complications before the fractures were 
manually reduced and a spica cast was applied. 


acetabulum (figs. 2 and 3). 


Complicated fractures: The most serious 
pelvic fractures are those complicated by 
vessel, nerve or visceral injury (figs. 4 and 
5). Pelvic fractures may be produced by 
indirect injuries whereby force is trans- 
mitted through the lower extremities, as, 


for example, in falls from a great height 
or in the now more familiar dashboard in- 
jury. Avulsion fractures, as noted prev- 
iously, may be produced by violent muscular 
contraction. 


Mainly, however, pelvic fractures are 
sustained by direct injury. The crushing 
force affects first the weakest portion of the 


Figure 5. Roentgenogram taken two years later 
(fig. 4). Although the pelvic fractures have healed, 
the patient is obliged to walk with a cane because 
of symptomatic traumatic arthritis of the right hip. 


pelvic oval, causing a break of the anterior 
rim (a fracture of the pubic or ischial 
rami.) As the force continues, the stronger 
posterior rim is broken, the fracture ex- 
tending through the illium to or involving 
the sacro-iliac joint or extending into the 
sacrum. The displacement of the frac- 
tures is proportional to the force of in- 
jury, and widely separated anterior rim 
fragments suggest posterior rim involve- 
ment, visceral complications, or both. 


Simple Fractures 


A simple undisplaced fracture of the 
pelvis may be suggested by a history of a 
minor fall or direct injury to the pelvis. 
with signs of tenderness over the site of 
fracture or on pelvic compression, The pa- 
tient will frequently direct attention to 
the hip especially when pain on weight- 
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bearing is a prominant feature. General 
manipulation of the hip joint, however, re- 
veals joint motions to be intact, and local 
pelvic tenderness will reveal the true na- 
ture of the injury. 


Complex Fractures 


Displaced fractures of the pelvis are sus- 
pected with a history of more serious pel- 
vic injury. There may be evidence of local 
abrasions or lacerations. The patient is 
usually lying on his back and resists all 
active or passive movement. Asymmetry of 
pelvic landmarks such as depression of the 
iliac crest, abnormal prominence of either 
anterior or posterior iliac spine, depression 
between the symphysis pubis, widening of 
the perineum, and discrepancy of leg length, 
indicates bony displacement. The nature 
and amount of displacement is, however, 
not always immediately apparent on clin- 
ical examination. The patient with a ser- 
ious pelvic injury presents a picture of 
profound shock as a result of allied injur- 
ies to the head and spine, abdominal and 
thoracic viscera, urinary tract, and ex- 
tremities. This situation demands the ut- 
most caution in transporting the patient 
on a rigid or semi-rigid support from the 
scene of injury to the hospital, where def- 
initive measures may be directed toward 
combating shock or treating the more ser- 
ious complicating injuries. 


Complicated Fractures 


Complications resulting from the pelvic 
fractures take precedence in treatment 
over the fractures themselves. Rupture of 
the major vessel, although a rare complica- 
tion, may require ligation. Laceration of 
the vagina and rectum are unusual, and 
can be detected by digital examination. 
Sciatic nerve paralysis is not infrequently 
associated with fractures of the acetabu- 
lum intruding into the sciatic notch, and its 
detection directs attention to the early re- 
placement of fracture fragments by manip- 
ulation or open reduction, 

Most frequent and important complica- 
tions of pelvic fractures are injuries to the 
urinary bladder and urethra, The incidence 
of this complication has variously been es- 
timated at 10 per cent, and it cannot be 
excluded until the patient has voided or 
a specimen of clear urine been removed by 
catheterization. A suspicion of lower urin- 
ary tract damage must be entertained when 
there is a complaint of lower abdominal or 
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groin pain, especially when x-ray examina- 
tion demonstrates displaced fractures of 
the pubic rami or diastasis of the pubic 
symphysis. Intraperitoneal extravasation 
of urine associated with a rupture of the 
bladder produces signs of peritoneal irri- 
tation—a condition which is most likely 
caused by violence to the anterior wall of 
the distended bladder. The bladder at its 
anterior or neck portion may also be lacer- 
ated by a bone fragment, producing an ex- 
traperitoneal extravasation of urine with 
pain and fullness in the suprapubic area. 
Injuries to the urethra producing signs and 
symptoms of extraperitoneal extravasation 
of urine are suggested by difficulty in void- 
ing and inability to pass a rubber catheter 
into the bladder. Urinary tract complica- 
tions take immediate precedence over treat- 
ment of the pelvic fracture. 
Treatment 

In general, the patient with a_ pelvic 
fracture can more easily and comfortably 
be treated on a hospital bed with fracture 
boards around which is erected a Balkan 
frame. From the frame can be suspended 
a ring or pulley whereby the patient can 
lift himself to and from the bedpan, aid in 
changing of bed linen, and generally assist 
himself. From the frame can also be sus- 
pended a pelvic sling to support the pelvis 
and various types of apparatus to provide 
traction of the extremities. 

The Balkan frame is commercially avail- 
able from various surgical houses, but one 
can be constructed from lumber and easily 
erected in the home. The pelvic sling used 
in the hospital is likewise readily made 
from muslin cloth measuring 6 feet by 22 
inches. Straps applied to the lower 10 
inches of the sling make possible the use 
of the bedpan by turning back the flaps. 

Simple undisplaced fractures of the pel- 
vis frequently demand only bed rest. A 
fracture of the prominent crest of the ilium 
is produced by a direct or crushing force. 
The fragments are not, as a rule, grossly 
displaced, by virtue of the numerous op- 
posing muscular attachments. Bed rest may 
be necessary for several days during the 
acute phase; thereafter weight - bearing 
with crutches is permitted for an addition- 
al two to three weeks. Isolated fractures 
of the pubic or ischial rami are produced 
by direct injury and likewise respond to bed 
rest during the period when weight-bearing 
is painful. Bed rest may be made more com- 
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fortable by a pillow placed under the knees, 
and where muscle spasm is a prominent 
feature, traction may be applied to the ex- 
tremity for a few days. 

Unrecognized minimally displaced frac- 
tures generally do no harm, as a further 
displacement of fragments is unusual. Avul- 
sion fractures of the anterior-superior or 
anterior-inferior spine of the ilium  pro- 
duced by unusual effort, as in running and 
jumping, cause sudden pain but rarely re- 
quire open reduction and suture. With rest, 
these fragments become re-attached at a 
slightly lower level and produce no per- 
manent disability. Occasionally an avulsion 
fracture of the ischium affected by the con- 
tracting hamstring tendons will, before 
epiphyseal fusion is complete, produce a 
state of non-union. Continued bony growth 
forms a bone mass which occasionally 
makes sitting and walking painful and may 
necessitate removal. Isolated fractures of 


the sacrum commonly result from a sitting 
fall. They are readily treatable by adhesive 
strapping and a low back support worn for 
a period of several weeks. The sitting posi- 
tion during the acute phase can be made 
more comfortable by the use of a rubber 
air ring. This fracture, although frequently 


suggested by local tenderness, cannot al- 
vays be detected by a routine pelvic film. 

Displaced fractures of the pelvis not 
involving the sacro-iliac joints or posterior 
rim are treated by bed rest for several 
weeks until acute symptoms have subsided, 
after which gradual resumption of weight- 
bearing with crutches may be permitted. 
Occasionally skin traction applied to a leg 
is helpful in relieving muscle spasm by pre- 
venting painful leg movements. In instances 
where there is separation of anterior pelvic 
rim fragments, or in diastasis of the sym- 
physis pubis, the overhead pelvic suspen- 
sion hammock is indicated for gradual com- 
pression of the displacement. 

Anatomic reposition of the fragments is 
not necessarily sought after, and continued 
displacement is not an indication for open 
reduction and wiring. On the other hand, 
the physician should be satisfied that the 
anterior rim fracture is not associated with 
a fracture through, or dislocation of, the 
sacro-iliaec joints, a problem which demands 
a longer period of relief from weight-bear- 
ing and very occasionally a fusion for per- 
sistent pain and instability. 

By far the most serious bony injury to 
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the pelvic girdle is the fracture or disloca- 
tion of the anterior as well as the posterior 
pelvic rim. This type of trauma is fre- 
quently complicated by visceral injuries not 
only of the pelvis but frequently of the 
abdomen, chest, and head as well. Treat- 
ment, therefore, demands assistance from 
the urologist, abdominal or thoracic surgeon, 
or the neurosurgeon, with the complicating 
injury taking precedence over the pelvic 
fracture in treatment. The displacing force 
responsible for the pelvic injury is directed 
in an anterior-posterior direction, fractur- 
ing the public rami or causing a diastasis 
of the symphysis pubis. As the force con- 
tinues to act, the posterior wing of the 
ilium is fractured or the sacro-iliac joint 
disrupted and displaced, usually in a back- 
ward and upward direction, carrying with 
it the lower extremity. This results in a 
relative shortening and external rotational 
deformity. 

Only after the allied injury is completely 
assayed and treated is attention directed 
toward the treatment of the pelvic frac- 
ture. The patient is then turned on the less 
injured or unaffected side; and on exertion 
of pressure in a downward and forward 
direction opposite to that of the disrupting 
force, the fragments can usually be felt to 
reduce. When x-ray films confirm the ade- 
quacy of reduction, a snug-fitting spica cast 
incorporating both thighs is applied while 
the patient remains in the lateral recum- 
bent position. Immobilization is maintained 
for several months until periodic roentgen 
examinations reveal satisfactory consolida- 
tion and weight-bearing with assistance is 
permitted. 

Fractures of the acetabulum are impor- 
tant both because of the relative frequency 
with which they interfere with the mobility 
of the hip joint and also because of the 
tendency toward sciatic nerve paralysis 
‘aused by obstruction of the sciatic 
notch by fragments. Direct injuries 
involving the greater trochanter of the fe- 
mur produce central dislocation of the hip 
through the acetabulum, whereas indirect 
violence transmitted through the femur 
disrupts the posterior acetabular rim, the 
fragments of which not infrequently in- 
volve the sciatic nerve. Treatment in both 
types of injury is directed toward reducing 
the dislocation. In the former, if the fe- 
moral head can be satisfactorily reduced, 
the acetabular fragments follow by virtue 
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of the attachment of the joint capsule and 
ligamentum teres. In the latter, if the re- 
duction of the hip joint is stable and there 
is no remaining sciatic nerve pressure, im- 
mobilization may be continued with a spica 
cast; otherwise open reduction and re- 
placement of the fragments under direct 
visualized are indicated. 


Summary 


The treatment of fractures of the an- 
terior, non-weight supporting area (ischial 
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and pubic rami) of the pelvic oval necessi- 
tates rest, assisted weight-bearing during 
the stage of pain and muscle spasm, or 
both, whereas treatment of fractures of 
the weight-supporting posterior rim (the 
area behind the acetabulum) demands more 
prolonged immobilization until bony union 
is complete in order to prevent instability 
and painful weight-bearing. It is essential, 
first, to save the patient’s life, second, to 
treat the complicating injury, and finally to 
attend the fractured pelvis. 


A Testament to the Changing Pattern of Tuberculosis 


W. M. Peck, M.D.* 


The pattern of tuberculosis control 
changes constantly: it changes in response 
to new information and needs, altered ec- 
onomy, and predominant personalities and 
fads. Sometimes it flounders in complac- 
ency; at other times it changes with almost 
chaotic flurry. Always guiding and determ- 
ining this pattern, however, are three insti- 
tutions: the health department, the private 
physician, and the sanatorium, each per- 
forming its specialized function. 

Since tuberculosis, as a contagious dis- 
ease, is essentially a public health problem, 
the health department must occupy the 
position of over-all responsibility and initia- 
tive, the private physician must guide the 
attitude of the patient and his community 
and plead the right of the individual; and 
the sanatorium, with its clinical and labora- 
tory resources for research, must elaborate 
new methods of treatment and new con- 
cepts to support a changing and progres- 
sive program. Yet it is true that sanatorium 
physicians, in their more or less monastic 
seclusion, speak mainly to other sanatorium 
physicians, while I presume that public 
health physicians, guilty of the same sin, 
may speak chiefly to other public health 
physicians. It does seem rather unusual, 
though most wholesome, for us to meet to- 
gether in this manner today to compare 
information, motives, and ideas. Since we 
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are now passing through a period of chaotic 
change, with aspects that are both heart- 
ening and hazardous, it is important that 
we maintain the closest possible communi- 
cation with one another in order to work 
wisely, and with adaptability, through this 
unusual period of turbulence. 


Changing Concepts 


Up to now it has been customary to as- 
sert as a dictum that the basic philosophy 
of treatment has changed little, and that 
drug therapy and surgery are only service- 
able adjuncts to an established and time- 
proven system. But now we must recognize 
that the basic philosophy itself is changing 
and that this change constitutes the most 
radical departure in the pattern of tuber- 
culosis control. 

The traditional concept, which is now 
giving way, was starkly realistic. It was 
based on the uncertainty of pre-drug ther- 
apy and the fact that tuberculosis was es- 
sentially a relapsing disease. It aimed at 
bringing the patient into tentative equilib- 
rium with his disease, and at maintaining 
that precarious balance by sheltered, re- 
stricted living. 

It was harsh treatment. When a patient 
entered the sanatorium there was forced 
on him a sudden break in the continuity of 
his life. Life plans were stripped from him 
and reconstituted along lines of limited at- 
tainment and _ responsibility. The usual 
values were inverted; ambition became evil 
and laziness a virtue. He was taught the 
doctrine of submission and introduced to 
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the numbing fear of relapse through such 
slogans as “Once tuberculous, always tuber- 
culous.” Some patients survived their ill- 
ness to acquire success or even greatness, 
but many succumbed to the trivial life of 
semi-invalidism. Thus was the “cure’’ in 
days when there was no justifiable alter- 
native. 

Since then, however—in a matter of a 
very few years—a group of drugs that are 
nearly specific has appeared, changing the 
course and behavior of tuberculosis to such 
an extent that it has little in common with 
the disease we knew only 10 years ago. Such 
fundamental! aspects as its pathology, bac- 
teriology, and perhaps even epidemiology, 
have been altered by drug action. The sig- 
nificance of these changes we have been 
slow to recognize and accept because of our 
innate distrust of the disease and its record 
of relapse. But now we are beginning to see 
that with optimal treatment recovery is 
nearly predictable, and that the relapse rate 
—if we can project short-term results—has 
dropped almost to the point of removing 
tuberculosis from the category of a relaps- 
ing disease. 

This is a difficult adjustment for all of 
us to make, but obviously we who deal with 
tuberculosis must “catch up” with this new 
type of disease and exploit its changes for 
the benefit of the patients and the control 
program. The period of hospitalization has 
already been shortened considerably and, 
as we gather confidence, probably can be 
shortened more—perhaps much more. Pa- 
tients now return to work within a few 
months of discharge, and usually to their 
previous employment. The need for treat- 
ment in tuberculosis, then, no longer should 
be regarded as an overwhelming personal 
tragedy, and the period of sanatorium care, 
though intense and highly specialized, 
should be regarded merely as an episode 
which, in itself, does not disrupt nor ma- 
terially alter the continuity of one’s life. 

These optimistic remarks, of course, can- 
not apply to all who enter the sanatorium. 
Belated diagnosis and delayed admission 
still carry some patients past the point of 
possible return to adequate function. Some 
still die from tuberculosis; others survive 
as pulmonary cripples to whom we can of- 
fer only prolonged custodial care. 

Let us turn now to the treatment which 
has justified such a reversal of concept. 
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Achievement of Dormancy 


The goal of drug treatment, ideally, 
would be to sterilize the lesion of all tu- 
bercle bacilli, with reversion of the tubercu- 
lin reaction; but under usual clinical con- 
ditions, with our available drugs, this goal 
cannot be fully realized. Fortunately there 


is a tangible alternative which falls just 
short of the ideal. This is based on the 
faculty of drugs, especially of isoniazid, to 
destroy those bacilli which are in active 
phase of multiplication and to depress the 
metabolic activities of the remaining or- 
ganisms to a point of inertness, comparable 
perhaps to hibernation—a unique and def- 
inite vegetative state. 

Bacteriologists have shown that many 
of these bacilli cannot be induced to grow 
on culture media, whereas others will grow 
with difficulty only after many months of 
incubation or special stimulation. In this 
dormant state tubercle bacilli continue to 
elaborate sufficient tuberculo-proteins to 
maintain a positive tuberculin reaction, but 
not enough to cause progressive disease. 
Rapid resolution of pneumonic disease and 
frequent cavity closure occur in consequence 
of this depressed state of the parasite; and 
we may postulate that those factors—factors 
which unfortunately permitted disease to 
develop in the first place—may have the 
opportunity to rectify themselves. 

Isoniazid is by far our best drug, and 
isoniazid and para-aminosalicylic acid seem 
to be our most satisfactory combination. 
Drug therapy, therefore, is usually initiated 
with these two agents, and with almost 
predictable success. When they fail — as 
they do rarely under favorable circum- 
stances and frequently under conditions of 
compromise—when they fail, we have lost 
much of our sureness, and treatment hence- 
forth becomes difficult, specialized, and less 
certain. Now we must grope with the 
problems of drug resistance, synergism, and 
toxicity, as we seek successful combinations 
of streptomycin, cyloserine, pyrazinamide 
or viomycin. Sometimes the surgeon must 
remove refractory areas of disease — the 
persistent cavity or the caseous mass—be- 
fore sputum can be converted. 

Our first objective is to achieve the dorm- 
ant state of the bacilli, and our second is to 
maintain them in this state. Fortunately it 
appears that dormancy can be maintained 
by the rather simple expedient of continu- 
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ing drug therapy. Isoniazid alone appears 
to be adequate for this purpose, and ideal, 
since it is pleasant to take and exceedingly 
low in toxicity and cost. We feel rather 
strongly that continued dormancy can be 
further assured by surgical removal of 
those areas that are subject to reactiva- 
tion, such as residual cavities or areas of 
unresolved disease, which may be relatively 
inaccessible to the blood stream and hence 
to drug effect. 

(These meager references to surgery are 
quite inadequate to define the robust role 
that the surgeon exercises in our daily sana- 
torium practice and in our thinking.) 


The Importance of Continuous Treatment 

The tragedy of drug therapy is the ever 
present possibility of interruption or com- 
promise in the early course of treatment. 
The initial exposure to drugs finds the or- 
ganisms particularly vulnerable, and in- 
tense, supervised drug therapy at this time 
will cause conversion of sputum in about 
90 per cent of the patients during the first 
four months. 

On the other hand, if initial therapy is 
inadequate or interrupted, it may have the 
deplorable effect of merely altering the host- 


parasite relationship sufficiently to produce 


a remarkable degree of chronicity, with 
the persistence of active, smouldering dis- 
ease, which may neither improve nor 
worsen under further treatment. We 
usually have about 40 such patients in our 
institution, many of whom are in the prison 
division. For the most part they are poor, 
inadequate, defeated creatures, with long 
histories of repeated “short bursts” of drug 
therapy. Characteristically, their shop-worn 
lesions have practically ceased to respond 
to drugs, even to new ones such as cycloser- 
ine; yet under flagrant abuse they seldom 
get worse. Prisoners escape and run fer 
hours or days through the swamps, go on 
the bum, or work at heavy construction for 
months before being apprehended and re- 
turned to us, still hale and hearty, but with 
sputum that is unalterably positive. 

This kind of disease is the stigma of 
erratic drug treatment, and may be pro- 
duced in the well meaning, law-abiding citi- 
zen as well as the criminal. There is a heavy 
responsibility on all of us lest, inadvert- 
ently by compromise or misdirection, we 
encourage another to join this forlorn and 
hopeless crowd. We must never forget that 
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the period of early treatment is a critical 
one, and the difference between adequate 
treatment and almost adequate treatment 
may be relatively slight. 


Sanatorium and Home Care 

The control of the tuberculous patient ex- 
tends from the point of diagnosis, or suspic- 
ion of diagnosis, throughout his life, or as 
long as relapse is a reasonable possibility. 
How shall this prolonged period of contro! 
be segmented? How much time should be 
spent under control in a sanatorium and 
how much under control at home? We be- 
lieve, with a few exceptions, that adult pa- 
tients with pulmonary tuberculosis should 
start treatment in a sanatorium and should 
remain there until the first phase of treat- 
ment has been accomplished—that is, until 
all evidence of bacillary activity has been 
suppressed and dormancy of the bacillus 
presumably established. Once this milestone 
is achieved, continued care is much less 
exacting and considerable latitude in phy- 
sical activity is permissible; even indiscre- 
tions are remarkably well tolerated. The 
average patient should return home at this 
time for convalescence under the protection 
of drugs, usually isoniazid alone. Usually 
he may return to full-time work in three to 
six months after discharge. 

How long should prophylactic isoniazid 
be maintained after discharge? We don’t 
know; we must feel our way on this ques- 
tion, but at present we suggest that it be 
continued for one year in some cases, two 
years in others, and indefinitely in a few. 
During the last several years we have dis- 
charged many hundreds of patients on con- 
tinued isoniazid therapy and know of not 
a single relapse. This is a record which we 
cannot hope to maintain—no doubt statis- 
tics will some time overtake us. Even so, 
we recognize that we now possess a method 
which can control much of the threat of re- 
lapse. 


Need for Cooperation 

The sanatorium has been critized for em- 
barking unilaterally on this policy of fore- 
shortened hospital stay and earlier conva- 
lescence at home without giving local health 
departments prior warning and the oppor- 
tunity to prepare for it. I would point out 
that the convalescent period itself has also 
been shortened and no longer demands very 
much in the way of supervision. For in- 
stance, more physical activity is permitted, 
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and simple isoniazid therapy involves little 
of the inconvenience of pneumothorax or 
pneumoperitoneum treatment which is 
is replacing in this post-sanatorium period. 

Nevertheless the criticism itself is valid 
and should, in fact, be made even broader. 
Considering the overlapping nature of our 
work, I would say that opportunities for 
discussions of policy between sanatorium 
and health department personnel, and op- 
portunities for consultation, except remotely 
by way of chest films, are quite inadequate. 
[ am reminded of the old Extension Di- 
vision of the Sanatorium which used to 
send physicians to conduct chest clinics in 
various health departments; and it is with 
considerable nostalgia—since this way my 
first contact with the sanatorium system— 
that I recall the splendid teamwork between 
the health department, the sanatorium, and 
the private physician that was associated 
with these clinics. In recent times a number 
of health departments have found a new 
need for chest clinics and have reestablished 
them on their own initiative. Perhaps these 
clinics can be extended, and perhaps the 
sanatorium can find means of providing 
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some assistance. Certainly there is a need 
for this kind of cooperation in the com- 
munity itself: the need to maintain enthus- 
iasm in case-finding in spite of a falling 
death rate; to help in conducting mass sur- 
veys; to coordinate intra- and extra-sana- 
torium phases of treatment; to control the 
attitudes of the patient and his family, 
and to prevent ill advised adventures in 
home treatment. 


Conclusion 


About 55 million persons in the United 
States have a positive tuberculin reaction, 
about 5 per cent of whom may be expected 
to have active tuberculosis. The problem, 
then, is still a vast one, and will remain with 
us for many, many years. During these 
years, however, new methods and new 
drugs will continue to appear and influence 
the pattern of control. This is as it should 
be. Let us maintain an eagerness and de- 
light in each advance, a willingness to ex- 
plore. Let us circumspectly avoid suspicion 
and the taunt of self-interested motives or 
vested interest as we move together through 
years of trial and conquest. 


Role of the Health Department in Home Treatment 


of Tuberculosis 


O. DAVID GARVIN, M.D., M.P.H.* 
CHAPEL HILL 


I am certain that all physicians recognize 
the burden placed on the health depart- 
ment or the agency responsible for the 
home treatment of tuberculosis. When we 
keep before us the fact that we are dealing 
with people of all ages and of varying fi- 
nancial means, with no two persons react- 
ing alike, we can better appreciate some of 
the reasons for the problems. It is well to 
remember that North Carolina is a rura! 
state. Since a large proportion of our citi- 
zens do not live in cities or large urban 
areas and are therefore not easily reached 
by mass educational programs, it is some- 
times most difficult to reach those who need 
our services most. 
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Under date of March 29, 1956 the News 
and Observer carried an article stating that 
$650,000 of the money appropriated for 
tuberculosis will revert to the State General 
Fund because four county sanatoria will 
will not receive money appropriated by the 
Legislature since two had closed and 
two were operating at their own expense, 
and because there were vacant beds in the 
state sanatoria. It was further rerorted 
that on February 9, the state sanatoria had 
1,702 patients and about 400 vacant beds. 
This to me poses the question, “Where are 
the patients if they aren't in the state 
sanatoria or the two county sanatoria?”’ 
At home! Other pertinent questions are: 
What care are they getting? Who is super- 
vising the treatment? How close is the 
supervision”? Is the treatment adequate? 
Who is paying for it? What educational 
program is being carried on? What rehabili- 
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tation is provided, and will these cases 
break down and become active at a later 
date? 


Current Problems 


Incidence 

The number of new cases of tuberculosis 
reported to the State Health Department 
each year remains rather constant, aver- 
aging about 2,500 per year for the past 
five years. In 1950, 3,653 new cases were 
reported, as compared with 1,950 in 1955. 
This variation may be due to many factors: 
fewer cases, less emphasis on case-finding, 
and a more indirect approach; or cases may 
even be masked or unreported, The prob- 
lems of diagnosis in older people in the 
absence of positive sputum smears and cul- 
tures is well known. 

As compared with the relatively constant 
number of cases reported each year, we 
have a declining death rate that has been 
significant. “Death rates or deaths recorded 
statistically as tuberculosis are no indication 
of tuberculosis incidence.” 


Age and chronicity 

There is a shift in the incidence of tuber- 
culosis to the older age group, which fur- 
ther complicates the handling of cases. 
Some even refer to tuberculosis as “a dis- 
ease of old men.” Another question may be: 
What chronic disease problems will result 
from the drug therapy of tuberculosis? Dr. 
Robert V. Cohen has said: “Indeed, a statis- 
tician reviewing the rising graphs of age- 
at-death of the general population, and age- 
-at-death due to tuberculosis, remarked that 
if the cases continued in their present di- 
rection, patients with tuberculosis would 
soon live longer than the general popula- 
tion.” 

This statement shows clearly the prob- 
lem of local supervision and the care of the 
tuberculous patient in the home. With the 
treatment available at present, a great 
many of the elderly chronic patients with 
active tuberculosis can be kept alive almost 
indefinitely, but not cured. Their sputum 
consistently or intermittently contain via- 
ble tuberculosis bacilli. Add to this the fact 
that they may be taking drugs at home and 
what do you have? As someone has said, a 
shifting of responsibility for tuberculosis 
treatment and care from the state to the 
counties, and the counties may be least able 
to carry the burden. 

All the foregoing statements leads to the 
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conclusion that health departments have a 
very important part in the home care and 
treatment of tuberculosis patients. In most 
of our counties the health department is 
the only agency available to deal with the 
problem. I do not include the welfare de- 
partments, because in most instances their 
work is different, relating mostly to social 
and economic problems. 


Sample Study 

Let me cite Person County as an example: 
a small but progressive county with limited 
funds, cooperative doctors, cooperative peo- 
ple (25,000), good political leadership, and 
a major tuberculosis problem. A descrip- 
tion of this problem is the best way I 
know of showing the role of the health 
department in case-finding, diagnosis, treat- 
ment, education, rehabilitation, and super- 
vision of tuberculosis patients. 


From 1947 through 1955 we reported 15 
white and 19 Negro deaths from tubercu- 
losis. During this time 150 cases of tuber- 
culosis were reported. As of January 1, 
1956, we knew of 14 patients in state sana- 
toria, 2 in VA hospitals, and 81 at home, 
for a total of 97; this figure does not take 
into account cases considered as arrested or 
inactive for more than five years. During 
1955 we supervised or administered treat- 
ment in the home to 26 patients, all of whom 
had a family doctor who worked closely 
with us. On January 1, 1956, 22 persons 
were receiving home treatment for tuber- 
culosis; one is under 1 year of age. Some 
of these were receiving drugs after having 
been discharged from the sanatorium, 
while others were under outpatient clinic 
supervision and still others were on drugs 
prescribed by us because they wouldn’t go 
to the sanatoria. 


During 1955, 11 of the 19 new cases re- 
ported were classified as active, 2 as mini- 
nal, 5 moderately advanced, 3 far advanced, 
and 1 primary. The age distribution of the 19 
patients was: 5 over 60 years or age, in- 
cluding 1 aged 75 who had meningitis and 
is now at home on drugs; 5 ranging from 
40 to 60 years of age; 6 between 30 and 40; 
1, 14 years of age, and 2 less than 6 years 
of age. Of this total, 3 are in the sanator- 
ium, 6 have been in the sanatorium, 7 are 
taking drugs at home, and 9 are under ob- 
servation, receiving frequent x-ray and 


sputum examinations, The 11 patients with 
active cases had 55 close contacts, all of 
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whom were either tuberculin-tested or 
x-rayed. In addition we had 299 contacts 
under supervision. Of these, we x-rayed 
137 and did tuberculin tests. on 69. In all 
we x-rayed 4,484 persons, discovered 59 
suspects, and were able to complete evalua- 
tion of 48, diagnosing 5 cases as active 
tuberculosis. In addition we classed as sus- 
pects 90 persons with nontuberculous chest 
conditions, and 298 cardiovascular disease 
suspects. These suspects were either fol- 
lowed in our clinics or referred to their 
family physician or outpatient departments. 

Since January 1, 15 cases of tuberculosis 
have been reported to the state. The age 
distribution is: 1 less than 1 year; 3, 4 to 
10 years; 1, 10 to 15 years; 1, 25 years; 2 
30 to 39 years; 2, 43 years; and 4 over 70 
years. All the more than 70 year old pa- 
tients have active, advanced disease. 

Of these 15 cases, all but one was discov- 
ered or diagnosed through the efforts of the 
Health Department. As of April 23, the dis- 
position of these cases is as follows: 5 are 
on drugs and at home, 3 are in sanatoria, 1 
has been in and out of the sanatorium, 2 
are awaiting sanatorium admission, and 4 
ure under observation and tentatively class- 
ified as inactive. 

These statistics give some idea about our 
problem and the role we play in case-find- 
ing, treatment, and care of tuberculosis pa- 
tients. 

The local medical society has on many 
occasions endorsed the program and always 
cooperates in the diagnosis, supervision 
and treatment of suspects and cases. 

The Health and Welfare Departments are 
the only official agencies dealing with this 
problem in our ceunty. While the volunteer 
agencies have no paid workers, neverthe- 
less they wholeheartedly cooperate with us 
and give generously of their time and funds. 


Discussion 


Dr. Edward G. MeGavran (Chapel Hill): Will 
Dr, Peck expand his reasons for believing that 
drug therapy should be started in the hospital? 


Dr. Peck: A few years ago we had a waiting 
list of more than 100, which kept patients at 
home for about one year before they could be ad- 
mitted to the sanatorium. Nearly all the drugs that 
we use today were available then; so we started 
a series of patients on therapy at home. About a 
year later they were admitted to the sanatorium. 
The results of this trial were quite interesting. 

Of this group of about 165 patients, some 36 
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died while awaiting admission. The remaining 12% 
were admitted. Of those who had been under treat- 
ment for a year, only a fraction had actually 
taken the drugs regularly. In only one half of 
these had the sputum been converted to negative 
in one year. In the sanatorium this should have 
been done in 90 per cent of the cases within four 
months. 

In half of the remaining cases, the sputum was 
converted to negative within two months after 
sanatorium supervision was started. This shows 
the fallacy of trying to keep patients on long- 
term therapy without hospital supervision. 

Dr. Willis tells of a short-term study of pen- 
icillin therapy in a large group of home patients 
with streptococcal throat infection. Only one-third 
of the patients remained on the medication for 
one week. The majority stopped taking the drug 
at the end of about four days. 

Dr. McGavran: You are saying, then, that the 
chief advantage of sanatorium care is the continu- 
ution of therapy under supervision, whereas treat- 
ment is frequently discontinued in the home? 

Dr. Peck: I think that is the most objective fac- 
tor we can point to. We also believe that bed rest, 
diet, escape from social problems, and other factors 
are also important, though impossible to evaluate 
statistically. The average sanatorium patient is 
underprivileged. He comes from a_ substandard 
home and from a low economic, intellectual, and 
social stratum. If treatment is left in his own 
hands, it will be carried out erratically. 

Dr. MeGavran: Does home care necessarily mean 
a complete lack of supervision? 

Dr. Peck: The possibility of finding a physician 
who has the time to give adequate supervision to 
home patients is remote. We have compromised 
with regard to some of our highly intelligent em- 
ployees who had been heavily indoctrinated in 
the sanatorium—and we failed. There is some- 
thing about the sanatorium routine which is 
vastly important. 

On the other hand, when our patients return to 
the outpatient clinic after discharge, the story is 
different. When asked if they take the drugs regu- 
larly, they answer yes. Their whole security is 
tied in with taking the pills three times a day. 

Dr. McKay: There is something intangible that 
the patients get from each other, that they can’t 
get from the doctor, and that is lacking in the 
home. 

Dr. H. 8. Willis (Chapel Hill): I would like to 
comment further on the futility of starting the 
therapy at home. If the drugs can be properly 
given under careful supervision, 75 per cent of the 
patients will become negative in six months, on an 
average. But even under the most favorable cir- 
cumstances a span of several months is required 
before the sputum is safely negative, and during 
this period at home the patient’s family is in a 
precarious situation, We are in danger of for- 
vetting that this disease is, after all, an infection, 
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with a well known bleeding potential, and per- 
sonal grief and tragedy follow in the wake of each 
new case. 

It seems to me that there is every justification 
for treating these patients in the sanatorium for 
several months at least, during which they receive 
the benefit of group education and a point of view 
which enables them to maintain their therapy 
much more regularly when they return home. 

Dr. Peck: I should have developed further one 
point concerning the group who received their 
initial treatment at home. During this period of 
home care, 5 cases of tuberculosis developed in 
children in these homes, Two had meningitis and 
died; 1 had pericarditis, and the others had primary 
lesions. 

Dr. MeGavran: All public health men recognize 
the desirability of sanatorium care for all the rea- 
sons given. But what about the patient who won’t 
go to the sanatorium even when beds are avail- 
able? Under what conditions should home care be 
administered? What are the problems, the safe- 
guards, and the limitations? What factors are 
most important? The first consideration, appar- 
ently, is some means of supervising so that drug 
therapy is adequate and continuous. How fine is 
the line between adequate and inadequate? Are 
we likely to err on the side of giving too much 
drug? 

Dr. Peck: We should not be dogmatic on that 
subject. Each case should be individualized. We 
should strive for clinics at the county level with 
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qualified personnel to make the decision. Cer- 
tainly many patients—older people and children— 
might be better treated at home if adequate safe- 
guards and supervision could be obtained. Indi- 
vidualization is necessary, and many factors should 
be considered—personality, total home situation, 
and so forth. 

From the floor: How often would you say home 
patients should be seen? 

Dr. Peck: As a rule, they are not seen oftener 
than once a month. 

From the floor: Might not satisfactory home su- 
pervision be more expensive than sanatorium care? 

Dr. Peck: An extensive home care program is 
being conducted in New York City which I under- 
stand is quite expensive—probably a little less 
expensive than sanatorium treatment. Home su- 
pervision becomes grossly impractical when pa- 
tients need to be seen oftener than once a week. 

Dr. L. E. Kling (Washington): In Beaufort 
County we used home therapy as a desperate 
measure. In the three years prior to 1952, the 
number of deaths from tuberculosis per year was 
14, 15, and 14, respectively. This was in a popula- 
tion of 40,000. We instituted treatment with PAS 
and streptomycin, and nurses saw the patients 
twice weekly. The effect was dramatic. The annual 
number of deaths for the next three years was 1, 
2, and 3 respectively. Of course we welcome the 
opportunity of getting patients into the sanator- 
ium earlier. 


Chemoprophylaxis has been used primarily for four purposes: (1) to 
protect healthy individuals, either singly or in groups, against invasion by 
specific microorganisms; (2) to prevent secondary bacteria] infection in 
people acutely il) with diseases for which the antimicrobial agents are not 
effective; (3) to reduce the risk of infection in patients with various types 
of chronic illness; and (4) to inhabit the spread of disease from areas of 
localized infection, or to prevent infection in general, in persons who have 
been subjected to accidental or surgica! trauma. The degree of success has 
varied with the purpose for which prophylaxis has been applied; it has 
been highest when the prevention of specific infections has been attempted, 
and lowest when protection against infection in general has been its aim. 
In many instances, prophylactic measures have been applied only to single 
individuals; in others, they have been used or large groups. In many cases, 
chemoprophylaxis, whether effective or not, has resulted in no untoward 
reactions; in some, it has converted a beign, self-limited disease into a 
serious or even a life-threatening one.—Weinstein, L: The Chemopro- 
phylaxis of Infection, Ann. Int. Med. 43:287 (Aug.) 1955. 
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Tetracycline Lederle 


Ty! Thy 


in the treatment of 


respiratory infections 


January and his associates' have written on the 
use of tetracycline (ACHROMYCIN) to treat 118 
patients having various infections, most of them 
respiratory, including acute pharyngitis and 
tonsillitis, otitis media, sinusitis, acute and 
chronic bronchitis, asthmatic bronchitis, bron- 
chiectasis, bronchial pneumonia, and lobar 
pneumonia. Response was judged good or 
satisfactory in more than 84% of the total cases. 


Each month there are more and more reports 
like this in the literature, documenting the 
great worth and versatility of ACHROMYCIN, 
This antibiotic is unsurpassed in range of elfec- 
tiveness. It provides rapid penetration, prompt 
control. Side eflects, ifany,are usually negligible. 


No matter what your field or specialty, 
ACHROMYCIN can be of service to you. For your 
convenience and the patient’s comfort, Lederle 
offers a full line of dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN With Stress FORMULA VITAMINS, 
Attacks the infection—defends the patient— 
hastens normal recovery. For severe or pro- 
longed illness. Stress formula as suggested by 
the National Research Council. Offered in 
Capsules of 250 mg. and in an Oral Suspension, 
125 mg. per 5 ce. teaspoonful. 


For more rapid and complete absorption. 
Offered only by Lederle! 


clave filled sealed capsules 


January, tl L. et al; Clinical experience with tetracycline, 
Antilnotu fanual 1954-55, p. 625 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL NEW YORK 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
Wh); a our best to help you — and 
there’s no obligation on your 
part. 


Below Is The Accident and Health Plan 
Established By The State Society For Its 
Members In 1940. Over $700,000.00 In Dis- 
ability Benefits Have Been Paid To Members 
of The Society Since The Plan Was Estab- 
lished. 


PLANS AVAILABLE 


/ 


Accidental and Annual Semi-Annual 


Accidental Dismemberment 


Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 and in good health may apply for $10.00 per day extra 
for hospitalization at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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Postoperative Oxygen Therapy 


KENNETH SuGIOKA, M.D. 


CHAPEL HILL 


Any discussion of postoperative oxygen 
therapy should begin with those conditions 
for which it is useful. 


Uses 
Relief of hypoxia 

The most common use of oxygen is for the 
relief of hypoxia. This condition has been 
classically divided into four types: 1) anoxic, 
2) anemic, 3) stagnant, and 4) histotoxic. 
Perhaps a more useful classification would 
be that proposed by Saklad and others: 1) 
atmospheric, 2) tidal, 3) alveolar, 4) hemo- 
globic, 5) stagnant, 6) histotoxic, and 7) 
demand, 

Atmospheric hypoxia occurs when the 
available oxygen in the atmosphere is re- 
duced. Tidal hypoxia occurs if the bellows 
action of the lung is depressed as the result 
of drugs, trauma, or obstruction. Alveolar 
hypoxia is found wherever there is a marked 
decrease in functioning alveoli. This may be 


due to mechanical or other pathologic changes 


of the structures. Hemoglobic hypoxia is 
self-explanatory. Whenever the number of 
red cells available to carry sufficient oxygen 
to the tissues is reduced, hypoxia occurs. 
Stagnant hypoxia occurs whenever the cir- 
culation is decreased, a condition which may 
be due to any one of a number of causes such 
as shock. In histotoxic hypoxia the tissue 
cells cannot utilize the available oxygen be- 
cause of a depression that is usually due to 
toxic drugs—classically cyanide poisoning. 
Demand hypoxia is a state of relative hypoxia 
wherein the ordinarily adequate supply of 
oxygen to the tissues becomes inadequate 
because of increased cell metabolism. This 
is seen in cases of high fever and hyperthy- 
roidism. 

Normally the human body inspires oxygen 
in a concentration of 20 per cent in the at- 
mosphere. This results in a hemoglobin sat- 
uration of about 98 per cent in the arterial 
blood, and between 40 per cent and 50 per 


Read before the Section on Anesthesiology of the Medical 
Society of the State of North Carolina, Pinehurst, May %, 1955 

From the Department of Surgery (Anesthesiology), University 
of North Carolina School of Medicine, Chapel Hill 


cent in the venous blood. Arterial blood car- 
ries about 20 volumes per cent of oxygen, of 
which 19.7 volumes per cent is carried by 
oxyhemoglobin and 0.3 volumes per cent is 
carried in solution in the plasma, The oxygen 
content of the venous blood is about 14 vol- 
umes per cent, divided proportionately be- 
tween hemoglobin and plasma. 

One might wonder then, since arterial hem- 
oglobin is already 98 per cent saturated, what 
could be achieved by increasing the satura- 
tion by only 2 per cent to 100 per cent with 
the use of pure oxygen. The answer to this 
question lies in the fact that, although the 
use of pure oxygen raises the oxygen-carry- 
ing capacity of hemoglobin by only 0.5 vol- 
umes per cent, the amount of oxygen dis- 
solved in plasma increases from 0.3 to 1.7 
volumes per cent. This then results in a total 
increase of 2.2 volumes per cent of oxygen, 
or an 11 per cent increase in the oxygen con- 
tent of arterial blood. This, as one can see, is 
a significant increase, but probably even 
more important is the increased oxygen con- 
tent of venous blood from 14 to about 19 
volumes per cent—an increase of 40 per cent. 
This results in a much greater pressure of 
oxygen at the venous end of the capillaries, 
as well as the 11 per cent increase in pressure 
at the arteriai end. The administration of 
high oxygen concentrations increases mark- 
edly the amount of oxygen available to tis- 
sues, even though the arterial saturation is 
raised very little. 

Reduction of Abdominal Distention 

Another use of oxygen therapy which has 
often been neglected is its efficacy in helping » 
to reduce abdominal distention due to gas in 
the loops of the bowel. This does not imply 
that one can neglect the use of the usual 
measures such as tubes passed down to the 
affected area. Oxygen is useful, however, 
since, by lowering the normal nitrogen con- 
centration of about 60 per cent in the lung 
to about 5 per cent by replacement with 
oxygen, the pressure gradient from the high 
nitrogen concentration of 60 per cent to 80 
per cent in the bowel to the now low concen- 
tration of 5 per cent in the lung becomes very 
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Table 2 
Humidification 
Humidifier Flow rate Room temp. Temperature Relative 
liters/min. (degrees) of water humidity of Relative humidity 

in bottle room delivered 

(degrees) (per cent) (per cent) 
1, Sintered bronze in % pint bottle 8 74 54 59 77 
2. Same ag No. 1 5 74 62 59 77 
3. Same as No. 1 except bottle is heated 5 74 78 59 100 
4. No humidifier 8 74 — 59 26 
5. No humidifier 5 74 59 28 
6. McKesson tent 7 80 56 49-78 
7. Croupette and Isolette 5 80 56 100 


marked. This leads to a gradual egress of 
the nitrogen in the bowel to the lung, where 
it is breathed out and replaced by oxygen. 
This then is the rationale of the treatment 
of abdominal distention by the use of oxygen. 
It may also apply to the treatment of sub- 
cutaneous emphysema. 


Methods of Administration 

The data shown in tables 1 and 2, 
which were compiled from various texts and 
articles and from work at the University of 
North Carolina School of Medicine, provide a 
comparison of the various methods of ad- 
ministering oxygen therapy. 

The nasopharyngeal method of administer- 
ing oxygen is probably the simplest, most ef- 
fective, and most economical method. The pit- 
falls to be avoided with its use are too high 
a flow rate of oxygen, which will result in 
marked discomfort to the patient without 
substantially increasing the effective concen- 
tration; too low a flow rate; improper place- 
ment of the catheter, and too infrequent 
changing of the catheter without proper lu- 
brication. The tip of the catheter should be 
at about the level of the uvula, usually the 
length from the alae of the nose to the tragus 
of the ear. 

Oxygen tents are expensive to purchase 
and to maintain, and unless extreme care is 
taken to prevent leakage from the tent, it is 
very difficult to attain a concentration as 
high as 50 per cent. By making the tent more 
nearly leakproof, one runs the risk of raising 
the carbon dioxide content to dangerous lev- 
els. Both these factors could probably be 
avoided by markedly increasing the flow rate, 
perhaps to as high as 25 to 40 liters per 


minute. At these rates, of course, the cost of 
oxygen will become a factor. One of the dis- 
tinct advantages of modern tents in the sum- 
mer is that they are usually comfortably 
cool. 

The Burgess and other open box methods 
of oxygen administration have the advan- 
tage, especially in larger children, of main- 
taining a high concentration of oxygen with- 
out enclosure in a tent, thus avoiding feelings 
of claustrophobia. 

Since Croupettes, Isolettes, and other incu- 
bator boxes cause dangerous accumulations 
of carbon dioxide with the usual flow rates 
of 4 to 8 liters per minute, higher flow rates 
(8 to 15 liters per minute) are recommended, 
There is probably very little danger of oxy- 
gen poisoning even when high flow rates are 
used, since the box is frequently opened for 
feedings, changing, and so forth. A possible 
exception to this generalization might be in 
the case of premature infants where a defi- 
nite correlation between the increased inci- 
dence of retrolenta] fibrolasia and prolonged 
inhalation of air with a high oxygen content 
has been found, An oxygen analyzer, several 
of which are on the market and which are 
simple to use and are fairly inexpensive, is 
almost essential for proper oxygen therapy 
using the above methods of administration. 

Intravenous methods of administering ox- 
ygen are quite controversial, but the work 
of several reliable investigators would seem 
to indicate that the oxygen saturation of the 
blood may actually be decreased, owing to 
small emboli in the lung capillaries, and a 
subsequent decrease in exposure of the blood 
to air in the alveoli. At present this method 
is not in use. 

Masks appear to be used less and less fre- 


420 NORTH CAROLINA MEDICAL JOURNAL 


quently, but where very high concentrations 
of oxygen are desired, they still constitute 
the method of choice. As previously noted, 
all the masks have some disadvantages, but 
probably the O.E.M. or Barach mask is the 
most desirable when this method is needed. 
By virtue of the one-way non-rebreathing 
valve, there is very little danger of carbon 
dioxide accumulation, and high concentra- 
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tions of humidified oxygen can be delivered 
fairly economically. 


Conclusion 
A complete dissertation on oxygen therapy, 
either on a theoretical or a mechanical basis, 
has not been attempted. Rather this is a brief 
summary of the pertinent facts which are 
necessary for the rational use of oxygen for 
various pathologic conditions. 


The following case is illustrative of the 
hyptensive syndrome induced by the dorsal! 
supine position and relieved by changing the 
patient to a sitting position. 


Case Report 

The patient was examined while lying on 
her back on a routine prenatal visit in the 
thirty-seventh week of her second pregnancy. 
Her blood pressure was 80 systolic, 50 di- 
astolic, and she felt well. As the abdomen 
was being examined, it was noted that 
marked pallor had developed and she had 
become unconscious. Her eyes rolled upward 
and she had a transient convulsive seizure 
which lasted only a few seconds. The blood 
pressure was unobtainable and the pulse 
rapid and weak, She was lifted to a semi- 
sitting position and held thus for approxi- 
mately three minutes, during which time 
she gradually regained consciousness and 
her blood pressure rose to 90 systolic, 60 
diastolic. After vomiting, she complained 
only of headache and stated that she felt 
fairly well. She then volunteered the infor- 
mation that during the previous month she 
had been sleeping on two or three pillows 
since she “did not feel right” when lying 
flat on her back. She had never fainted. 

The patient was 24 years old. Her last 
normal menstrual period had occurred on 
July 2, 1954, and her expected date of con- 
finement was April 9, 1955. She was first 
examined in the sixth week of her present 
pregnancy. Except for a questionable his- 
tory of malaria at the age of 14 years, her 
past history was negative. Her first preg- 
nancy, six years previously, had been un- 
complicated. 


The Supine Hypotensive Syndrome of Pregnancy 
HAROLD M. SLUDER, M.D. 
CHARLOTTE 


A complete general physical examination 
was negative except for mild superficial 
varicosities of the lower extremities. 

The red blood cell count was 3,940,000, 
hemoglobin 77 per cent (11 Gm, per 100 cc.), 
white blood cell count 15,500, with a normal 
differential. A urinalysis was negative, as 
was a serologic test for syphilis. 

The present pregnancy had been compli- 
cated by intermittent uterine bleeding dur- 
ing the first 12 weeks. The patient had been 
hospitalized during the seventh week and 
treated for threatened abortion. Following 
discharge from the hospital intermittent 
bleeding continued until the end of the 
twelfth week. By the twenty-third week of 
pregnancy rather marked vulvar and lower 
extremity varicosities had developed, re- 
quiring the use of elastic stockings. By the 
thirty-second week of pregnancy the vulvar 
varicosities had become extremely large and 
painful, necessitating frequent periods of 
rest. 

Throughout the present pregnancy her 
blood pressure had ranged between 100 and 
110 systolic, 60 diastolic, except one 
week prior to the episode of shock when it 
was 90 systolic, 60 diastolic. 

Two weeks following the episode of shock 
the patient was admitted to the hospital with 
questionable ruptured membranes. Exami- 
nation revealed a single term-size fetus in 
the vertex presentation, left occiput posterior 
position. The fetal heart rate was 140 per 
minute. The uterus was noticeably flaccid. 
The cervix was not dilated and the fetal head 
was at minus 3 station. Labor did not ensue 
and there was no further leakage of fluid. 
During this admission the patient consented 
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to a demonstration to the house staff of the 
effects of the supine position on her blood 
pressure. When she lay on her back with the 
head of the bed elevated 45 degrees, her 
blood pressure was at its normal level of 


100 systolic, 60 diastolic. The head of the 
bed was then gradually lowered and blood 
pressure readings were taken. At approxi- 
mately 20 degrees the blood pressure had 
fallen to 75 systolic, 50 diastolic, but there 
were no clinical signs or symptoms. At 15 
degrees the blood pressure fell to 50 systolic, 
0 diastolic, and pallor, air hunger and partial 
loss of consciousness developed. With the 
bed completely flat the patient’s blood pres- 
sure could not be obtained and she was com- 
pletely unconscious. The head of the bed 
was immediately elevated to the 45-degree 
position, following which the patient re- 
gained consciousness and her blood pressure 
returned to normal. These changes could be 
reproduced repeatedly simply by lowering 
the head of the bed. The application of tight 
elastic bandages to both lower extremities 
slightly delayed the development of shock, 
but did not prevent it. On one occasion dur- 
ing this admission the patient became faint 
while sitting in a chair talking with her 
husband. The nurse immediately put her to 
bed and found her blood pressure to be 50 
systolic, 0 diastolic. She was propped up in 
bed and oxygen started, following which her 
pressure returned to 105 systolic, 60 dias- 
tolic. She admitted that she had been sitting 
in a somewhat slouchy position when she 
began to black out. 


Since the membranes had not ruptured 
and the patient’s condition was not consid- 
ered favorable for induction, she was dis- 
charged. She was readmitted to the hospital 
three days later with definitely ruptured 
membranes, but not in labor. After 24 
hours, labor was induced with intravenous 
Pitocin drip. Following a seven-hour labor 
she was delivered spontaneously of a normal 
7 pound, 14 ounce male infant over a right 
mediolateral episiotomy under pudendal! 
block anesthesia. During delivery, the pa- 
tient was in a semi-sitting position with the 
head of the delivery table elevated and the 
stirrups in their lowest position. Except for 
moderate bleeding from the vulvar varicosi- 
ties, the delivery was uncomplicated. 

Immediately following repair of the epis- 
iotomy the table was leveled to the horizontal 
position. The patient’s blood pressure was 
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stable at 130 systolic, 78 diastolic, and she 
was allowed to remain on her back. The 
postpartum course was entirely uncompli- 
cated, and subsequent exaniinations during 
the past year have been negative. 


Comment 


The supine hypotensive syndrome of late 
pregnancy is a form of shock or circulatory 
collapse initiated or aggravated by the dorsal 
recumbent position, and can be relieved by 
changing the position. It is cured by de- 
livery. 

Varying degrees of blood pressure de- 
pression in patients in late pregnancy ave 
noted by all obstetricians, and the complaint 
of discomfort when lying on the back is not 
uncommon. Only recently, however, has the 
syndrome received attention in the literature. 
McRoberts’ reported 6 cases in 1951 and 
postulated that “in late pregnancy the uterus 
may obstruct the veins of the abdomen when 
the subject is in the strictly supine position, 
causing a rise in venous pressure caudally 
and a fall in pressure in the right auricle.” 
DeRegende”, responding to the paper by 
McRoberts, mentioned cases which he had 
reported in the Brazilian literature and ex- 
pressed his opinion “that the syndrome is 
dependent on a reflex produced by the stimu- 
lation of the nervous structures situated be- 
hind the uterus.” Howard, Goodson and 
Mengert’ reported an interesting case in 
which abdominal pain was associated with 
the postural shock, leading to unnecessary 
laparotomy for suspected rupture of the 
uterus. Their observation of 2 cases within 
a period of a few days stimulated them to 
some interesting clinical and experimental 
studies. They found that 18 (11.2 per cent) 
of the next 160 consecutively examined pa- 
tients at term showed a systolic blood pres- 
sure of 80 mm. of mercury or less, or a sys- 
tolic blood pressure depression of 30 mm. of 
mercury when the patient was made to lie 
on her back for some time. Their experi- 
mental studies on dogs showed that faradic 
stimulation of the celiac ganglion or the 
lumbar sympathetic chain caused elevation 
rather than depression of the blood pressure. 
Occlusion of the vena cava below the renal 
veins in the nonpregnant dog resulted in no 
change in blood pressure, whereas in the 
pregnant bitch, especially during late preg- 
nancy, there was a dramatic fall in blood 
pressure. Studies in pregnant and nonpreg- 
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nant women showed the femoral venous 
pressure to be elevated significantly only in 
the pregnant woman, and then only when 
she lies in the supine position. At cesarean 
section, the elevation of the uterus anteriorly 
lowered femoral venous pressure from 23.9 
cm. of water to the normal non-pregnant 
level of 10.8 cm. of water. 

It would appear, then, that this shock 
syndrome may be caused by compression of 
the inferior vena cava by the flaccid, near 
term, pregnant uterus, causing pooling of 
blood in the pelvis and lower extremities with 
resultant diminished blood flow to the right 
side of the heart and lungs. Its occurrence 
in only a relatively small number of patients 
may be due to anatomic variations of the 
anterior portion of the vertebral column, 
differences in flaccidy of the uterus, or to 
the presence of large pelvic, vulvar and lower 
extremity varicosities, providing an unusual- 
ly large vascular bed for pooling of blood. 

The clinical significance of this syndrome 
is that it should be considered in the differen- 
tial diagnosis of shock occurring in the near- 
term pregnant patient without obvious cause. 
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Although no cases of fetal death attributable 
to this form of shock have been reported, it 
is not unreasonable to assume that it could 
occur if the shock persisted for sufficient 
time. Death from placental abruption fol- 
lowing ligation of the inferior vena cava in 
one of the dogs in the experiments by How- 
ard, Goodson and Mengert is interesting and 
perhaps warrants further studies to deter- 
mine any possible relationship between com- 
pression of the vena cava and premature 
separation of the placenta. 


Summary 


A case exhibiting the supine hypotensive 
syndrome of late pregnancy is presented. 
The present concept of etiology, pathologic 
physiology, and clinical significance is dis- 
cussed. 
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Deryl Hart, M.D. 


In celebration of Dr. Hart’s twenty-fifth anniversary as professor 
of surgery and chairman of the Department of Surgery of the Duke 
University School of Medicine, his former residents and members of his 
department with their wives gathered at the Hope Valley Country Club in 
Durham on October 20, 1955. Dr. W. C. Davison, dean of the School of 
Medicine since its founding in 1930, presented his portrait to the Univer- 
sity on behalf of Dr. Hart’s former residents. Dr. Clarence Gardner, his 
first resident, presented him a silver bowl. Their remarks follow: 


It is a great pleasure for me to pay tri- 
bute to Dery! and Mary Hart on this occa- 
sion of the unveiling of Dr. Hart’s portrait 
before the assemblage of his former resi- 
dents. 

His contributions to surgery have been 
many, not the least of which has been the 
establishment of the Duke Hospital and the 
Department of Surgery on a solid founda- 
tion and the training of so many younger 
leaders in surgery as are gathered here this 
evening. His statement that anything which 
helps Duke aids surgery, and vice versa, is 
amply proved by his and your careers. 


REMARKS BY DR. DAVISON 


a 


I shall speak first of his determination 
and his ability to overcome adversity. As 
most of you know, his father died while 
he was in college. He took over the family 
farm, which is no mean feat, so that he 
could attend Emory, where he received not 
only a B.A. but also an M.A. degree. As at 
that time he was 6 feet 3 inches tall and 
scarcely weighed 100 pounds—or it may 
have been 120—the Army was not inter- 
ested in him, and he entered the medical 
school and had to contend with the students’ 
Army Training Corps under the pernicious 
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direction of one Ambrose McGee, who 
finally ended up as an allergist. 


By the time Dery! had reached his jun- 
ior year in medical school, he had com- 
pletely made up his mind to become not 
only a surgeon, but one of the greatest 
surgeons, Everything was bent toward that 
goal. My first encounter with him came as 
he was prowling through the children’s 
wards late at night looking over the patients. 
In fact, I think our first argument—and we 
have had many friendly ones since—started 
when I found him using the Harriet Lane 
elevator and leaving the door open so that 
the rest of us had to walk. 


Deryl’s next difficulty came when he had 
to live down his youth. One of our mutual 
friends told one of his patients not to go 
to Duke Hospital because Dery! was nothing 
but an intern. However, the friend, re- 
deemed that slur—or it may have been a 
compliment—by sending his sister to Dery! 
within a few months for a difficult opera- 
tion. He is now one of Deryl’s and Duke’s 
best supporters. 

All of us here at Duke are likewise in his 
debt for operating upon us and our families. 
My wife and children will always be grate- 
ful to him, as will many thousands of peo- 
ple throughout the southeast. 

Deryl’s next difficulty came when Mary, 
just before they were married, announced 
that they would have six children, three 
boys and three girls. As you know, that 
immediately started Deryl on an active 
research program to find out something 
about sex in general, and boys and girls 
in particular. At any rate, they have six 
splendid children, three boys and _ three 
girls. 

Deryl’s sex research program has been 
of great value to my older son, Bill, as well 
as to Warner Wells. These two, after hav- 
ing innumerable daughters, appealed to 
Dery! for advice, followed it, and produced 
sons, thus adding themselves to Deryl’s 
numerous admirers. 

This research program also embarrassed 
me. At a dinner party in Guatemala, the 
lady on my left said: “I hear that you are 
from Duke and must know about Dery! 
Hart and sex. I read about him in the 
Ladies’ Home Journal, 1 have six daugh- 
ters and want a son.” I don’t know whether 
many of you can explain menstrual cycles 
and ovulation in Spanish, especially in a 
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Catholic country, but it is difficult. For- 
tunately, before I started the explanation, 
the lady on my right said: “I have been 
listening to your conversation, and have 
six sons, so tell me how to get a daughter.” 
In one of my rare periods of inspiration, 
I suggested trading husbands. The idea was 
applauded, but I never knew whether it 
was successful. 
Contributions to Surgery 

Karly in the days of Duke Hospital the 
mother of one of our friends had a_ post- 
operative infection, a common occurrence 
in most hospitals in this country although 
it was difficult to get surgeons to admit it. 
I remember my first student clinic, in fact 
my only student clinic in surgery, in which 
Dr. Halsted showed an infected hernia. As 
usual, I was one of six students, the other 
five gasping in horror that they had never 
heard of an infected wound at the Johns 
Hopkins Hospital. As I had just returned 
from the war and had seen many infected 
wounds treated by the Carrel-Dakin method, 
however, I was able to hold forth at great 
length, particularly as Dr. Halsted was not 
familiar with the details of the subject. As 
a result, I was offered a surgical internship 
but had sense enough never to return to a 
student surgical clinic, where my ignorance 
would have been discovered. 

At any rate, because of this infected 
wound, Dery! started one of the most im- 
portant subjects in surgery; namely, air 
sterilization, not only adding greatly to the 
safety of patients, but also enhancing the 
reputation of Duke Hospital. 

The Private Diagnostie Clinic 

One of Deryl’s great contributions not 
only to Duke but also to many other medi- 
cal schools and hospitals which are copying 
the idea was the organization of the Private 
Diagnostic Clinic, in association with the 
late Frederick M. Hanes and William F. 
Franck. As you know the clinical faculty 
are on full geographic time with the un- 
derstanding that private practice shall not 
interfere with the main job of teaching, 
research, and the care of ward and outpa- 
tients. As Fred Hanes expressed it, how- 
ever, in the 1933 Report to the President: 

Private patients constitute the most serious 
problem which the School has to solve. They 
are inevitable, and their proper handling can 
do much to make friends for the school and 

Hospital. They must be treated, and well 

treated, or else we are neglecting our duty as 
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physicians and employees of Duke University. 
On the other hand, they are thoroughly de- 
moralizing. They demand a large and unde- 
terminable part of the teaching time. Pro- 
gress in scientific medicine is almost impossible 
for the teacher who accepts private patients. 
Some more or less trivial research work is 
possible, but no sustained and important work 
can be done by a teacher so placed. Rare ex- 
ceptions to these observations can be cited, 
but I am convinced of their essential truth. 
This being my belief, I strongly recommend 
that the medical staff be composed of two types 
of teachers: (a) geographic full-time men, 
such as we have now as senior teachers, and 
(b) the strictly whole-time man who has no 
obligations whatsoever to private patients. 


To solve this problem, and to coordinate 
the diagnostic studies and give better care 
for the complicated conditions arising in 
the examination of private patients, Dery], 
Fred Hanes, and Will Franck started the 
Private Diagnostic Clinic on September 15, 
1931, in a corner of the present outpatient 
clinic. The members of the geographic full- 
time staff of Duke Hospital and Schoo! of 
Medicine do the professional work of the 
clinic, and have their offices in the new 
private patient wing of the hospital. The 
financial side of the clinic is handled by 
business managers. Part of the gross in- 
come of the clinic is used to carry the over- 
head of managers, secretaries and techni- 
cians, part is used for research work by the 
department concerned, part reimburses the 
University for the rooms and services used, 
part goes to the University building fund, 
and the remainder is divided among the 
members of the geographic full-time faculty 
in proportion to the amount of work done 
by each individual, The Private Diagnostic 
Clinic has acquired an enviable reputation 
for excellent diagnostic service. In addi- 
tion, it makes possible the organization 0° 
a clinical staff beyond that provided by 
University funds, and has raised most of 
the funds for our new building. 

Medical Public Relations 

I do not wish to prolong this talk, but 
like Dery! I am so enthusiastic about our 
school and hospital that I find it difficult 
to stop. Therefore I want to comment brief- 
ly on our public relations—local, state, na- 
tional, and international. For the first 20 
years all of us made every effort to keep Duke 
Hospital out of the papers and to do our 
work quietly and thoroughly so that we could 
be judged by our fruits—namely, our grad- 
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uates, house staff, satisfied patients, and 
scientific publications. Now we feel safe in 
bragging about our accomplishments, know- 
ing that you, our graduates and ex-resi- 
dents, who are our greatest assets, are mak- 
ing our boasts come true. 

The question of medical public relations 
is an important one. The public is avid for 
medical information; so it is our duty to 
make it accurate, Furthermore, the prestige 


of a hospital and medical school, as well 
as their financial support and the number 
of patients, depends on public opinion. 


Therefore, all of us, with the help of Wen- 
dell Weisend and the University News Ser- 
vice, have tried to present our situation by 
speaking at medical meetings, on George 
Baylin’s splendid program, Town Hall of 
the Air, and through television, news ar- 
ticles; by serving on state and national 
committees, visiting foreign countries for 
our government, and having foreign fel- 
lows and scholars studying at Duke. Except 
in Russia, Duke is now well and favorably 
known, and our graduates and former house 
staff are welcomed and respected every- 
where. Even in Red China, as I saw in a 
Shanghai newspaper, one of our Howland 
ex-residents boasted that his pediatric train- 
ing has been at Duke. 

We all honor Deryl and Mary, and their 
three daughters and three sons, and are 
happy to be here at the presentation of this 
splendid portrait by his former residents 
to Dr. Edens, the president of Duke Uni- 
versity. 


* 


REMARKS BY DR. GARDNER 


Dr. Hart, as your oldest resident and the 
one who has been associated with you more 
closely than any of the others, I have been 
given the privilege of presenting something 
for you to keep in memory of this occasion. 

It is a Paul Revere bowl, suitably en- 
scribed, and it has engraved upon it the 
autographs of all of your former residents. 

It is not very large, yet it contains much 
sentiment. 

It contains the affection, the esteem, and 
the admiration of everyone here for the 
happy combination of qualities which have 
made you, we believe, the best professor of 
surgery in America. 

It contains our admiration for your ad- 
ministrative skill, your executive ability, 
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and your devotion to the University, the 
School of Medicine, and your department. 
When you came here 25 years ago, you 
recognized what would be necessary to build 
up a superior School of Medicine and a 
strong Department of Surgery. In the 25 
years since then you have dedicated your 
life to the attainment of that goal. That you 
have been successful is attested to by every- 
one here tonight, as well as by our own 
profession throughout the entire nation. 

It contains our admiration for your abil- 
ity to pick men to build the personnel of 
your department. Perhaps there is an ele- 
ment of self-flattery when I say you have 
picked good men (for you have selected 
everyone of us here—except Dr. Davison, 
who picked you—and Dr. Edens, who in- 
herited you. Still we all think you have done 
a splendid job. 

It contains our appreciation for your 
fiscal policies and for your ability to man- 
age a budget and set up the machinery of 
the diagnostic clinic which has provided re- 
search facilities and working conditions to 
enable you to obtain and to hold your staff 
in the face of attractive offers elsewhere. 

It contains our appreciation for the long 
hours you have spent in providing physical 
facilities for your department. No building 
has been done since the original campus 
was completed that has not carried with it 
many hours of your time in its planning. 
This fact is so well recognized that the 
artist found a set of architect’s drawings 
the most appropriate object to put in your 
hands when she painted your portrait. 

It contains our appreciation for the free- 
dom you have allowed each one of us; for 
freedom in the management of our pro- 
fessional practice and freedom in the devel- 
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opment of the various divisions of your 
department. We all know intolerant pro- 
fessors of surgery who rule their depart- 
ments with an iron hand and who lay down 
dogmatic rules for the management of 
every situation. We thank you that you are 
not like one of them and that you have 
elected to lead rather than drive us. 

It contains our admiration for your un- 
canny surgical judgment and for your tech- 
nical skill, which has been a model upon 
which we all have tried to pattern our own 
technique. 

It contains our admiration for your im- 
perturbability, for your good nature and 
for your fairness in managing a group who 
at times, I’m afraid, have been difficult and 
a bit unmanageable. 

It contains our admiration for your un- 
failing gentlemanliness in all situations. 
Although I am sure we have often provoked 
you, I have never seen you lose your tem- 
per, I have never heard you swear, I have 
never heard you tell an off-color story. And 
I have never seen you rude or unmindful 
of the feeling of others. 

Above all else, Dr. Hart, it contains our 
admiration for your absolute integrity. 
Everyone of us here, at all times, has been 
secure in the knowledge that once your 
word was spoken it would not be changed. 
This unfailing honesty, this universal fair- 
ness, this absolute integrity above all else 
has cemented us together and brings us 
together tonight to do you honor. 


And so, on behalf of all of your former 
residents, I present you this bowl. It con- 
tains our affection and our esteem and our 
best wishes for many, many more years as 
our professor. 


“The measure of competence to do surgery is ability to deal properiy 
with any situation that may be encountered in a given anatomical area 
Anyone who meets this requirement is morally entitled to do surgery, be 
he a family physician or a board diplomate. 

The physician himself is the best judge of his own competence. If a 
physician undertakes a procedure which, if he were the patient, he would 
not permit one of his level of competence to undertake upon himself, he 
is incompetent to undertake it. Hawley, P. R.: The General Practice of 
Medicine, Bull., Am. Coll. Surgeons (Sept.-Oct.) 1956. 
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THE NORTH CAROLINA MEDICAL 
CARE COMMISSION 

The state Legislature created the North 
Carolina Medical Care Commission in 1945. 
Congress passed the Hill-Burton Bill the 
next year. Thus North Carolina was ready 
to move forward at once with planning and 
constructing hospitals and health centers. 
As a result, the state ranks in the top half 
dozen in construction projects, new beds, 
and health centers. 

A summary of the Commission’s activi- 
ties from July, 1945, to July, 1956, shows 
that 230 projects are already finished or to 
be completed at a total cost of $88,976,710. 
The federal share of this was $32,355,247, 
or 36.4 per cent; the state, $16,128,174, 
or 18.1 per cent; and local authorities $40,- 
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493,289, or 45.5 per cent. 

The number of local and general hospital 
beds has increased from 8,019, or 2.4 per 
1,000 of population in 1947, to 14,329 exist- 
ing or authorized beds, or 3.4 per 1,000, in 
1956. 

Last year the Commission paid $313,633 
to 129 North Carolina hospitals — $1.50 
per day for patients certified as medical 
indigent by the county superintendent of 
welfare. 

Dr. John Ferrell, the executive secretary 
of the Commission, summarizes its record 
thus: 

“According to the June 30, 1956, record 
of the U. S. Department of Health, Educa- 
tion and Welfare of hospital and medical 
facilities construction by states and terri- 
tories under the Hill-Burton Program, 
North Carolina leads all states with 230 
projects; and the State ranks fourth as to 
the number of new hospital beds construct- 
ed; and eighth in expenditures for hospital 
construction. This record does not include 
about $40 million appropriated by the Leg- 
islature to State institutions for construc- 
tion of hospital facilities. 

“Although much has been accomplished 
in North Carolina toward improving the 
medical and hospital facilities, the task is 
not complete. The greatest need prevails in 
counties that still have inadequate facili- 
ties.” 


GOLDEN ANNIVERSARY OF THE 
SOUTHERN MEDICAL ASSOCIATION 

So many members of our State Medical 
Society belong to the Southern Medical As- 
sociation that it is fitting for the announce- 
ment of the “Southern Medical’s” Golden 
Anniversary to be published in full on page 
437 of this issue. 

The Southern Medical Journal, in recog- 
nition of this coming anniversary, has been 
adorned with gold covers every month since 
January. And, unlike the traditional lass 
“all dressed up but with nowhere to go,” 
the Journal and the Association it repre- 
sents, inspired by the many achievements 
since 1906, really have somewhere to go. 

THE NORTH CAROLINA MEDICAL JOURNAL, 
in behalf of the members of our State So- 
ciety and also of our Southern Medical 
Association members, extends heartiest con- 
gratulations to the Association upon this 
auspicious occasion—and best wishes for 
the next 50 years. 


= 
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DO WE FACE A SHORTAGE 
OF PHYSICIANS? 


In view of the criticism sometimes level- 
ed at the medical profession that it restricts 
the number of physicians to be trained, it 
is interesting to read comments made by 
Dr. Leonard W. Larson at the national con- 
ference on rural health. The following par- 
agraphs are taken from the conclusion of 
his address. 

* 


“Great progress has been made during 
the past decade in producing an adequate 
number of well-trained doctors. This rate 
must be maintained, but there are serious 
problems facing our medical schools today. 
Foremost is the alarming decrease in the 
number of qualified applicants seeking ad- 
mission to our medical schools. The record 
show that there were roughly 15,000 differ- 
ent individuals applying for entrance in 
1953-1954, compared with about 25,000 in 
1949-1950. To put it another way, there 
were only two applicants for each place a 
year ago compared with 3.5 applications 
five years ago. It is recognized, of course, 
that there were an abnormally large num- 
ber of GI’s trying to enter medical and 
other professional schools during the late 
forties. But the picture has changed, and 
the deans of our medical schools are grave- 
ly concerned over the relatively small num- 
ber of qualified boys and girls who are ap- 
plying for admission to their schools. One 
state university, which was forced to in- 
crease the size of its freshman class 25 per 
cent by legislative action, had only 1.1 qual- 
ified applicants for each place in the fresh- 
man class. We all agree that there must be 
a steady flow of medical graduates each 
year to maintain a proper physician-popu- 
lation ration, but we have a right to demand 
that they be equipped mentally and physi- 
cally to give their patients the best stand- 
ard of medical practice. If the number of 
applicants for admission to our medical 
schools decreases to the point where the 
entrance requirements are either lowered 
or disregarded in order to fill quotas, the 
quality of medical education will surely 
suffer. What are the reasons for this de- 
crease in the number of our young people 
who desire to become doctors? There are 
at least three: 


“First, economic opportunity is greater 
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in other fields. Pre-medical freshman and 
sophomore students in our college are being 
told by their classmates that it is foolish to 
spend 10 or 12 years preparing for a medi- 
cal career, plus two years of military ser- 
vice. They are being tempted to switch to 
engineering, chemistry or physics and wind 
up four years of college with a couple of 
years of military service and a job at $350 
to $400 a month in these fields at the out- 
set. 


“Second, medicine has lost its number- 
one spot as a glamour subject to atomic 
energy. Our teen-agers are intrigued over 
the prospect of harnessing atomic energy 
through chemical, physical and engineering 
means. This challenge overshadows medi- 
cine as a career, and bright young students 
are turning away from medicine in increas- 
ing numbers toward chemistry, physics 
and engineering. 


“Third, our youth is being adversely af- 
fected by the series of derogatory articles 
that have appeared in the public press dur- 
ing recent years and the everlasting ham- 
mering of some political leaders against 
the medical profession. Physicians are pic- 
tured as money grabbers with little or no 
interest in the welfare of patients. Why 
enter a profession that has lost its soul? 
Why assume the burden of the long work- 
week and strains on the emotions if the 
practice of medicine is just a business de- 
void of the traditional idealistic appeal of 
taking care of the sick? These writers and 
politicians who seem to take keen delight 
in berating the medical profession are dry- 
ing up the supply of physicians at the 
source. Do they honestly believe what they 
say, or is the remuneration or political ad- 
vantage their primary concern? 

“You who are are in attendance at this 
conference, can, individually or through 
the organizations you represent, do much 
to correct the impression which prevails in 
many quarters that it is nigh unto impossi- 
ble for qualified boys and girls to gain ad- 
mission to our medical schools. There is no 
vital shortage of doctors today; the short- 
age is in the number of our youth who wish 
to enter the profession of medicine. Unless 
the tide changes, there will be a shortage 
of doctors in the future. You can help stem 
that tide.” 
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LIABILITY INSURANCE 

Within the past two decades the num- 
ber of claims made against doctors for mal- 
practice has increased steadily. As a re- 
sult the cost of professional liability insur- 
ance has increased greatly, and the amount 
of coverage needed has climbed to fantastic 
figures—for juries are notoriously generous 
with other people’s money. 

In May, 1954, a committee composed of 
Dr. George Paschal, chairman, Dr. Alban 
Papineau and Dr. Kenneth Geddie was ap- 
pointed to study the situation and offer 
recommendations to the Society. After two 
years of careful study the committee sub- 
mitted a Professional Liability Insurance 
Program which was approved by the House 
of Delegates on April 30, 1956. 

A letter dated July 9 was sent to every 
member of the State Society outlining this 
program. The matter is so important, how- 
ever, that our Executive Secretary has 
asked that the essence of the program be 
published in the NORTH CAROLINA MEDICAL 
JOURNAL, It will be found on page 430 of 
this issue. All members who have not read 
this letter are urged to do so. Any prac- 
titioner who does not have liability insur- 
ance is taking a real risk—for no doctor 
no matter how conscientious, is immune 
from the danger of being sued by a dissat- 
isfied or avaricious patient. Unless human 
nature changes greatly there is always the 
possibility that “be thou as chaste as ice, 
as pure as snow, thou shalt not escape ca- 
lumny.”’ 


The Saint Paul-Mercury Indemnity Com- 
pany has made an offer which seems emi- 
nently fair. If their experience with losses is 
favorable, they agree to lower their prem- 
iums; if the cost of claims increases, their 
rates would have to be increased. They of- 
fer a share-the-risk proposition which should 


appeal to most members of our Society. 


NORTH CAROLINA DOCTORS 
IN THE NEWS 
A full page of Dr. George Lull’s Secre- 
tary’s Letter for August 23 is devoted to 
Dr. George Bond, for 4 years a member of 
the A.M.A. Council on Rural Health. An 
accompanying photograph showed how he 
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looked with a full beard on his first day 
back at home in Bat Cave. The Secretary’s 
Letter said, in part: 


Dr. George Bond, who has been a member 
of the A.M.A. Council on Rural Health since 
September, 1952, celebrated completion of his 
three-year stint with Uncle Sam’s submarine 
fleet by taking his son, George, 14, on a fishing 
trip in the Canadian wilderness. 


The doctor, who was once acclaimed in a 
Reader’s Digest article and also appeared on 
the popular TV show, “This is Your Life,” 
came out of the Navy a full commander. He 
served most of his time with a submarine 
squadron at Pearl Harbor. 


When he went into service three years ago, 
townspeople were raising money to enlarge the 
Valley Clinic and Hospital at Bat Cave, 
which Dr. Bond founded. The renovation is 
all completed now. It includes a new recep- 
tion room, new x-ray quarters, a new operat- 
ing room, new recovery room, two new exam- 
ining rooms and new physicians’ offices. 


Another physician has joined the staff and 
many new facilities have been added. These 
include a new modern ambulance which Dr. 
Bond received from the “This is Your Life” 
show, new x-ray equipment, new operating 
room equipment and a wide variety of hospital 
supplies. 


Dr. Westbrook Murphy is another North 
Carolina doctor who has received wide ac- 
claim, for his masterly address before the 
first general session of the last State So- 
ciety meeting, “A Small Leak Will Sink 
a Great Ship.” Dr. Lull was so impressed 
by it that he ordered 250 reprints for the 
A.M.A. headquarters, and sent a copy to 
every member of the House of Delegates. 
He also devoted a large part of the Secre- 
tary’s Letter for August 3 to a discussion 
of the address. The Bulletins of the Ameri- 
can College of Radiology and of the Ameri- 
can Association of Physicians and Surgeons 
both had long discussions of the address, 
and the editor of the South Carolina Medical 
Journal has asked permission—which was 
cheerfully granted—to reproduce it in full. 


The North Carolina medical profession 
can take just pride in the recognition given 
Doctors Bond and Murphy. 
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President’s Message 


The shortage of medical house oflicers is 
a problem of great concern for many of us 
in medicine today, and little progress is be- 
ing made toward a solution. The problem 
is not only state-wide but national. In 1955 
there were 850 hospitals in the United 
States approved for 11,048 internships, and 
only 6,960 American medical graduates 
available to fill those internships. It is a 
problem not just of medical education but 
of medical care. 


Non-teaching hospitals of the locally en- 
dowed type are desperately in need of 
house officers at the intern level. Interns 
are just not available for such hospitals, 
while hospitals connected with teaching in- 
stitutions seem to have more than they 
actually need. There are many reasons for 
this great shortage of interns and residents 
in non-teaching hospitals, most of which 
are entirely the fault of the hospitals, but 
some of which cannot be blamed on them. 
For instance, as a result of agencies such 
as the vocational rehabilitation and crippled 
children bureaus, rural! health programs 
and voluntary health insurance, plus the 
increase in the average earning capacity 
and many other factors, the percentage of 
so-called service cases, particularly in non- 
teaching institutions, has markedly de- 
creased. This, of course, means that the 
greatest source of teaching material for 
residents and interns has been markedly 
decreased. In 1932 one large non-teaching 
hospital in North Carolina had an average 
50 to 65 per cent of its cases on house ser- 
vice, whereas today that same hospital re- 
ports an average of from 5 to 10 per cent. 
Partly because of this fact and partly be- 
cause of gross neglect, the teaching pro- 
gram in most non-teaching hospitals has 
been allowed to become sadly inadequate. 
This is an accepted fact by all of us. It does 
not, however, account entirely for the large 
number of interns who are remaining in 
teaching institutions far longer than they 
are needed. 


Many deans and heads of departments in 
medical schools readily admit that they do 
not need interns and would prefer to have 
only residents and assistant residents. The 
head of a department in one of the large 
institutions of this state has said that he 
would like to have more assistant residents 


but could not because part of his financial 
allotment was taken up by interns on that 
service. Many medical students admit that 
they would like to go to non-teaching in- 
stitutions for their internship but are 
afraid that they will lose their chance to get 
satisfactory assistant residencies. 

All of us in private practice have had 
patients whom we sent to teaching hospi- 
tals return and tell of having had their 
histories taken four or five time by differ- 
ent medical students and interns. There 
seems to be a duplication of effort in order 
to furnish teaching material, when else- 
where there is much material crying for 
adequate work-up. Many, particularly in- 
terns, have said that an internship in a 
teaching hospital is little more than a fifth 
year of medical school. Their didactic teach- 
ing is excellent; their practical responsibil- 
ity in the handling of patients is almost 
negligible. If a medical student’s academic 
training is not complete at the end of four 
years, then the medical school curriculum 
should be increased to five years. If four 
years’ training is adequate, then graduates 
should have made available to them ade- 
quate practical experience in the diagnosis 
and management of actual patients, and this 
can be done. 


Out of this discussion two primary fac- 
tors seem to loom: (1) the inadequacy of 
the teaching programs of non-teaching in- 
stitutions; and (2) the inability of our 
house officers at the intern level to maintain 
the r seniority toward assistant residencies 
in teaching institutions unless they remain 
in that teaching institution. It seems to 
me that both of these problems could be 
obviated fairly easily. First of all, there 
should be compiled a set of standards as to 
what constitutes an adequate teaching pro- 
gram in a non-teaching hospital. These 
standards should be set in North Carolina by 
a board composed of representatives of both 
the teaching and the non-teaching institu- 
tions. The non-teaching hospitals should go 
all out to meet and maintain these stand- 
ards. 

As to the second problem, teaching in- 
stitutions should reduce their number of 
internships to the lowest level of actual 
need, if any, and raise their number of as- 
sistant residents to the level they actually 
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need, The teaching institutions should then 
work out some system whereby graduates of 
their institutions going to non-teaching in- 
stitutions approved by this committee on 
standards could maintain their seniority 
for returning as assistant residents. This 
does not seem to be too much to ask of the 
teaching institutions. They have a moral 
obligation, first to the proper training of 
house officers, but second to those non- 
teaching institutions which are admittedly 
their greatest source of referrals. 

Let us briefly review what such a pro- 
gram would accomplish, The non-teaching 
institutions would be able to obtain quali- 
fied graduates of American medica] schools 
for their house office positions, and the 
patients in those hospitals would benefit 
thereby. Second, the teaching institutions 
would be able to take more house officers 
at the assistant resident and resident levels 
and thereby be able to devote more time 
and material to teaching the medical spe- 
cialties. Third and most important, our 
young doctors in training would markedly 
benefit by better rounded education and 
training. They would not only receive more 
practical experience as interns, but they 
would have a good 12-month course in the 
private practice of medicine, the teaching 
in which they are so sadly lacking. Our 
young doctors come out into private prac- 
tice today superbly trained as technicians 
and scientists, but lacking training in the 
humanities of medicine and the private 
management of patients. This is primarily 
because from the day they enter medical 
school to the day they open up their private 
offices, with very few exceptions, they have 
no training in the private practice of medi- 
cine and have not been taught by anyone 
who has ever been in the private practice of 
medicine. This fact, I think, speaks for it- 
self, 

It is a source of gratification that the 
number of graduates from the three medi- 
cal schools in this state going to non-teach- 
ing institutions for their internship mark- 
edly increased this past year. This increase 
is believed to be due to the efforts of the 
State Medical Society’s committee to study 
medical education and medical care at the 
house officer level. It is hoped that this com- 
mittee’s efforts will continue to be produc- 
tive and that a more equitable house officer 
program in this state will result. 

Donald B. Koonce, M.D. 
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Committees and Organizations 


PROFESSIONAL LIABILITY INSUR- 

ANCE PROGRAM FOR THE MEDICAL 

SOCIETY OF THE STATE OF NORTH 
CAROLINA 

The Saint Paul-Mercury Indemnity Com- 
pany, 111 West Fifth Street, St. Paul 2, 
Minnesota, and its agents who write this 
insurance shall, with our approval, solicit 
business from the membership of our So- 
ciety. In order that each member may be 
acquainted with this program and be ap- 
prised of an impending visit by one of the 
Insurance Company’s agents, I submit to 
you the following outline of the program 
which has been adopted. 

1. The Program: a. The furnishing of 
adequate coverage to all members in good 
standing whose application is approved. The 
case of any member of questionable desir- 
ability will be referred to the Insurance 
Committee for review and discussion before 
any action is taken by the Company. b. A 
comprehensive educational program for so- 
ciety members as to the cause, prevention 
and handling of claims is to be conducted 
jointly by society and company. 

2. A thirty day cancellation clause for 
each policy will be in effect. 

3. The insurance will be produced and 
written as individual policies by the com- 
pany agents throughout the State of North 
Carolina. 

4. A comprehensive policy covering pro- 
fessional liability, personal liability of the 
physician and his family, office or clinic 
premises, and coverage on surgical instru- 
ments and such other miscellaneous equip- 
ment including furniture and fixtures neces- 
sary in the practice of his profession is 
highly recommended by the Society. How- 
ever, professional liability insurance alone 
will be available to those members who wish 
it. 

5. When the program has been in effect 
for 18 months, and periodically thereafter, a 
review of loss experience in North Carolina 
will be made and rates adjusted accordingly, 
subject to approval of the North Carolina 
Insurance Commissioner. 

6. Claims will not be settled by the com- 
pany without the consent of the insured un- 
less the approval of the Society Insurance 
Committee has been given. 
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7. All claims reported to the company will 
be reported to the Insurance Committee for 
review and consultation. 


8. The society part of the program will be 
handled through the office of the Executive 
Secretary and under the direction of the In- 
surance Committee of the Society. 


Your Committee, the Executive Council, 
and the House of Delegates believe this pro- 
gram is a sound and progressive step toward 
complete insurance protection, in which the 
Society will exercise a considerable degree 
of control, and we urge that our membership 
subscribe. Such opinion, however, does not 
involve any discrimination against, or con- 
demnation of, other programs and compan- 
ies. It is simply that this program appears 
to meet most suitably the needs of the medi- 
cal profession at this time and offers real 
hope of improvement in the professional 
liability insurance situation in this state. 


By this program we hope to prevent, if 
possible, an increase in professional liability 
rates and to work toward a reduction in cost 


based upon the loss experience with the Com- 
pany. The combined services of the Company 
and the cooperation of the membership will 
contribute materially toward the achieve- 
ment of this goal. 


Any questions can be answered through 
the Executive Secretary’s office of The Medi- 
cal Society of the State of North Carolina, 
203 Capital Club Building, Raleigh, North 
Carolina, or at the Company’s offices located 
at 412 Addison Building, Charlotte 2, North 
Carolina, and 323 West Morgan Street, Ral- 
eigh, North Carolina. 


Respectfully submitted, 

THE COMMITTEE ON 
PROFESSIONAL LIABILITY 
INSURANCE 

Kenneth B. Geddie, M.D. 

High Point 

Alban Papineau, M.D. 

Plymouth 

George W. Paschal, Jr., M.D., Chm. 
Raleigh 


COMMITTEES AND ORGANIZATIONS 


THE DISABILITY FREEZE 
AND THE DOCTOR 


The following article was sent for publication in 
state medical journals by Dr, Charles L. Farrell, 
Conference of Presidents and 
Other Officers of State Medical and a 
member of the Advisory Committee to the De- 
partment of Health, Education and Welfare. It is 
timely enough to justify publication in full. 


president of the 
Journals 


In recent months many physicians have 
heard from patients about the disability 
freeze provision in the social security law. 
This provision, added to the old-age and 
survivors insurance program in 1954, per- 
mits people who have prolonged total disabil- 
ity to apply to have their social security 
records frozen for the period of their disabil- 
ity. Thus, the time when they could not 
work and so had no earnings credited to 
their social security accounts does not count 
against them in determining their rights 
to benefits, nor the amount of benefits which 
will be payable to them at age 65, or to their 
families in case they should die. 

Before a worker’s social security record 
can be frozen, he has to meet certain re- 
quirements. His social security record up to 
the time of his disability must show that he 
was in fact a worker, with a fairly regular 
and recent work history. In addition, he must 
be shown to have a medically determinable 
physical or mental impairment severe enough 
to keep him from engaging in any substan- 
tial gainful activity—one which has existed 
for more than six months, and is expected to 
last indefinitely or end in his death. 


Securing The Medical Evidence 
Of Disability 


The medical evidence needed to establish 
the nature and severity of the apnlicant’s 
disability, the date it began, and its prog- 
nosis comes from the doctor who has treat- 
ed the worker and knows his case, or the 
hospital or institution in which the worker 
has been confined. A medical report form 
was designed to assist the physician in fur- 
nishing the needed medical evidence and to 
indicate the nature and extent of clinica! 
detail which would be necessary. It is given 
to the applicant for the “disability freeze,” 
and he is asked to have it filled out by the 
physician most familiar with his impairment. 
The form itself is modeled closely after the 
medical report used by major life insurance 
companies in their disability claims work. 
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In adapting it for use in the “freeze” pro- 
gram, the recommendations of a Medical 
Advisory Committee were closely followed. 
This committee, composed of well qualified 
representatives of the medical and related 
non-medical professions, gives advice and 
guidance to the Social Security Administra- 
tion on the medical aspects of the “disability 
freeze” program. 


If you have received this medical form 
to fill out for any of your patients, you are 
probably aware that the law makes the dis- 
abled worker responsible for seeing that 
medical evidence is submitted for him and 
for paying any costs involved. The law does 
not permit the Government to pay any costs 
in connection with securing the medica] 
evidence needed for a determination of dis- 
ability. You may also know that to insure 
the confidentialness of the medical evidence, 
the medical report form is not to be return- 
ed to the patient, but is to be mailed by the 
physician direct to the local social security 
office. This office, incidentally, is ready to 
furnish additional information to the phy- 
sician concerning the medical report form 
and the operation of the disability freeze. 

Determining Disability 

Determinations as to disability based on 
the evidence submitted are made under an 
agreement with the federal government, by 
professional members of an agency of the 
state in which the applicant resides. In most 
states, this is the vocational rehabilitation 
agency. Since referral of disabled individuals 
for any rehabilitative services which might 
return them to gainful work is an important 
aspect of the program, each person applying 
for the social security disability freeze is 
told about the availability of vocational re- 
habilitation services. 


On the professional team in the state 
agency at least one member is a doctor of 
medicine. The team reviews and evaluates 
all medical evidence assembled in the appli- 
cants file, as well as such non-medical factors 
as age, education and occupational experi- 
ence, Certain medical guides and standards, 
worked out with the advice of the Medical 
Advisory Committee, are used in the con- 
sideration of the medical evidence. But, al- 
though these guides and standards can be 
applied in most cases, they are not rigid 
and arbitrary. The final determination in 
each case is based on all the available facts 
on the individual’s impairment and vocation- 
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al history, and, there is consultation among 
physicians in any borderline situation. 
Guides To Filling Out The Medical 
Report Form 


No matter how good the standards, nor 
how considered the judgment of the review- 
ing team, the determination reached can 
be no sounder than the evidence upon which 
it is based. To make sure that he is provid- 
ing sufficient medical evidence for a prompt 
and fair determination, the doctor will want 
to consider the following guides in filling 
out medical report forms for those of his 
patients who have applied for the social 
security disability freeze: 


First, include sufficient clinical detail to 
enable the reviewing team to make a sound 
determination as to the severity and ex- 
tent of the patient’s current condition; 
second, give enough of the clinical history 
to provide information as to when the 
disability began, and when it became so 
severe as to keep the patient from work 
ing; third, describe the probable course 
of the condition from now on, so that a 
decision can be reached as to whether the 
impairment is likely to continue indefi- 
nitely, or end in death, or whether it is 
self-limiting, or remediable in the forsee- 
able future. 


BULLETIN BOARD 


COMING MEETINGS 


University of North Carolina Postgraduate 
Courses in Medicine—Morgantun, on Wednesdays, 
September 19-November 7, lectures at 4:00 and 7:00 
p.m.; at Asheville, on Thursdays, September 20- 
November 8, at 5:00 and 7:30 p.m. 


Second District Medical Society Meeting—Wash- 
ington, North Carolina, October 3. 

Southeastern Allergy Association; Eleventh An- 
nual Meeting—Hotel Barringer, Charlotte, October 
5-6, 

Ninth Annual State Rural Health Conference— 
Sir Walter Hotel, Raleigh, October 11. 

Sixth District Medical Society Meeting—North 
Carolina Memorial Hospital, Chapel Hill, October 

Tennessee Valley Medical Assembly — 
House, Chattanooga, Tennessee, October 1-2. 

Southern Medical Association, Golden Ann'ver- 
sary Celebration—Read House, Chattanooga, Tenn- 
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essee, October 2-3; Annual Scientific Sessions— 
Washington, D. C., November 12-15. 

Academy of Psychosomatic Medicine, Third An- 
nual Meeting—Hotel Plaza, New York City, Oc- 
tober 4-6. 

American College of Surgeons, Forty-Second An- 
nual Clinical Congress—San Francisco, October 
8-12. 

American Rhinologic Society, Annual Meeting— 
Chicago, October 9-13. 

American College of Gastroenterology, Annual 
Convention—Hotel Roosevelt, New York City, Oc- 
tober 15-17; Postgraduate Course, Hotel Roosevelt, 
New York City, October 18-20. 

American College of Chest Physicians, Eleventh 
Annual Postgraduate Course—Hotel Knickerbocker, 
Chicago, October 15-19; Ninth Annual Postgraduate 
Course—Park Sheraton Hotel, New York City, 
November 12-16. 

American College of Obstetricians and Gyne- 
cologists, Fifth Aunual Clinical Meeting — The 
Palmer House, Chicago, November 7-9. 


NEWS NOTES FROM THE 

BOWMAN GRAY SCHOOL OF MEDICINE 

OF WAKE FOREST COLLEGE 

Effective September 10, the clinical pathologic 
conferences and the Bowman Gray Medical Society 
program will be held weekly at 7:30 p.m. in the 
amphitheater. The first of the fall meetings will be 
a joint session of the Sigma Xi Club and the Bow- 
man Gray Medical Society, when Dr. Dewitt Stet- 
ten, Jr. will present a paper, “The Role of Glyco- 
gen in Mammalian Economy.” Dr. Stetten, of the 
National Institute of Arthritis and Metabolic Dis- 
eases, National Institutes of Health, Bethesda, is 
ussociate editor of Metabolism, American Journal 
of Medicine, Journal of Chronic Diseases, and 
Journal of Biological Chemistry. The meeting wil! 
be open to the interested public. 

Future programs of special interest, in addition 
to the regular clinical pathologic conferences, in- 
clude a_ geriatrics symposium on October 15; 
another Sigma Xi and Bowman Gray Medical So- 
ciety meeting on October 22, at which time Dr. 
Marshall Brucer will speak on “Isotope Measure- 
ment Techniques.” On November 5 the annual 
Herbert M. Vann Memorial Lectureship will be 
sponsored by the Phi Rho Sigma fraternity group, 
when Dr. John F. Huber will speak on “Broncho- 
pulmonary segments.” 

On November 12, Dr. Josef Warkany will speak 
on “Induction of Congenital Malformations: Ex- 
periment and Interpretations.” On November 29, 
Dr. B. F. Skinner will speak on “Experimental 
Analysis of Behavior,” and on the following week, 
December 3, the Bowman Gray Medical Society 
will sponsor a Symposium on Pain. 

* 

Recent additions to the faculty include Dr. Peter 

Baram, as instructor in microbiology. Dr. Baram 
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received his undergraduate education at the Uni- 
versity of Illinois where the B.S. degree was con- 
ferred in 1949. He earned both the M.S. and Ph.D. 
degrees at the University of Illinois Professional 
Colleges before assuming his duties here on Sep- 
tember 1. 

Dr. Marcus Frank Sohmer, Jr. has been elected 
to the position of instructor in internal medicine, 
and will be associated in the department with Dr. 
David Cayer, professor of gastroenterology. Dr. 
Sohmer completed a one-year internship, a one- 
year assistant residency, and a one-year appoint- 
ment as fellow in gastroenterology in the North 
Carolina Baptist Hospital and the Bowman Gray 
School of Medicine, before accepting a fellowship 
in gastroenterology at Duke University Hospital 
in 1955. Dr. Sohmer is a graduate of the Bowman 
Gray School of Medicine of Wake Forest College. 

Dr. Harry Mitten Carpenter will assume his 
duties as instructor in pathology effective October 
1956, upon his release from the Navy. 

Dr. Carpenter is a graduate of the Bowman 
Gray School of Medicine of Wake Forest College, 
und completed pathology training in the North 
Carolina Baptist Hospital and the Bowman Gray 
School of Medicine, in addition to a brief appoint- 
ment in the Children’s Hospital, Cincinnati, im- 
mediately prior to entering the Navy. Since Oc- 


tober 1954, he has been assigned to the Naval 
Medica! Research Institute, Pathology Division, 
National Naval Medical Center, Washington. 


Members of the Department of Physiology and 
Pharmacology participated in the fall meeting of 
the American Physiological Society, held at the 
(niversity of Rochester, Rochester, New York, 
September 4-7. Dr. Harold D. Green presented 
a paper, “Cerebral Circulation,” and Dr. K. Ottis, 
fellow of the American Physiology Society, re- 
ported on work done in the Department of Phy- 
siology and Pharmacology in his presentation 
“Adrenergic and Cholinergic Drugs on Splenic In- 
flow and Outfiow.” Dr. A. B. Denison, Jr., assistant 
professor of vhysiology and pharmacology, pre- 
sented a paper “Cholinergic Coronary Arteriolar 
Receptors.” 

* 

The Smith, Kline and French Foundation of 
Philadelphia announces grants totaling more than 
$300,000, of which $5,000 was awarded to the De- 
partment of Microbiology and Immunology in the 
Bowman Gray School of Medicine. The grant was 
made to support the purchase of new equipment 
and facilities necessary for the further develop- 
ment in the department under the direction of 
Dr. Robert L. Tuttle. 


* 

Dr. Richard G. Proctor, assistant professor of 
psychiatry and neurology, will present a paper, 
“Psyciatric Program in Small Industry” at the 
meeting of the Mid-continent Psychiatric Associa- 
tion, September 21-23. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

Duke Hospital’s new $3,386,000 seven-floor ad- 
dition is now entering final stages of construction 
and is expected to be completed by March, 1957, 
Hospital Superintendent F, Ross Porter announced 
recently. 

Under construction since January 1955, the ad- 
dition will provide 109 new beds, expanded out- 
patient facilities designed to relieve present 
crowded conditions, and many improvements in 
existing services. 

The addition will bring the total number of beds 
to 668, making Duke Hospital second in size only 
to Johns Hopkins among private general hospitals 
in the South. 

In addition to 10 new operating rooms, surgical 
facilities in the wing will feature such innovations 
as set-up and preparation rooms, to expedite sur- 
gery and provide for more efficient use of facili- 
ties; an intensive nursing area for special care of 
patients most in need of attention; and lounges 
for operating room doctors and nurses. 

The new clinic facilities are designed to serve 
an average of some 500 outpatients per day—more 
than twice as many as existing facilities were 
designed to accommodate. Occupying three floors of 
the wing, the outpatient facilities will reduce wait- 
ing time and provide faster and more efficient 
medical service, 

The addition also will open up new classrooms 
for the Duke University School of Medicine and 
will make available better employee facilities, in- 
cluding lockers and lounges, a larger cafeteria and 
more space for business and administrative of- 
fices, 

* * 

A new specialized training program for North 
Carolina public welfare workers will be launched 
at Duke Hospital this fall under provisions of a 
$10,000 grant from the National Heart Institute. 

Miss Janet Wien, director of Duke Hospital’s 
Social Service Division, announced recently that 
the grant provides for a series of training insti- 
tutes at Duke in the field of heart disease. 

Four three-and-half-day institutes are being 
planned for 1956-1957, with the first tentatively 
scheduled for late this fall. Miss Madge Aycock 
of the Duke Hospital Social Service Division will 
direct the institutes. 

Instructors will come from the Duke medical 
faculty and other Duke Hospital groups such as 
physical and occupational therapy, dietetics, nurs- 
ing and social service; and also from the state 
and local boards of public health. 

Agencies cooperating with Duke Hospital in the 
training program are the North Carolina Boards 
of Public Welfare and Public Health; the North 
Carolina Division of Vocational Rehabilitation; and 
the North Carolina Heart Association. 
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Dr. C. Ronald Stephen, professor of anesthesiol- 
ogy at Duke University, has accepted the editor- 
rhip of a new journal, Survey of Anesthesiology, 
which will be published in February, 1957, by The 
Williams & Wilkins Company of Baltimore. 

The bi-monthly journal will contain digests of 
important articles on anesthesiology, biochemistry, 
physiology and pharmacology gathered from hun- 
dreds of foreign and domestic journals. Dr. Stephen 
and a staff of consultant and associate editors will 
add editorial comments and evaluation to the ar- 
ticles selected for digesting. 

The journal will be priced at $10. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

The School of Medicine of the University of 
North Carolina is this year celebrating the fortieth 
anniversary of the establishment of its program of 
Postgraduate Medical Education. 

The pioneer undertaking was the first such pro- 
gram to be developed in the United States, con- 
rtituting another “first” for the first state uni- 
versity to open its doors. 

The first program of extension courses, designed 
to help North Carolina physicians keep up with 
advances in medical knowledge and technique, was 
pegun in 1916 by the School of Medicine, in co- 
operation with the UNC Extension Division and 
the North Carolina State Board of Health. 

Last year a total of 11 courses were held. These 
courses were attended by 532 doctors from through- 
out the state. Five of the courses were held in 
Chapel Hill and six were held in other locations. 
These locations included Morganton, Asheville, 
Kinston, Albemarle, Statesville and the Ahoskie- 
Edenton-Elizabeth City area. 

* 

Dr. Kenneth M. Brinkhous, chairman of the De- 

partment of Pathology, participated in the Inter- 


national Hemophilia Symposium in New York 
City from August 24-25, 
Dr. Brinkhous, chairman of the symposium, 


made a welcoming speech at the opening session 
on August 24. He is also chairman of the Medical 
Advisory Board of the Hemophilia Foundation. 

Also attending from the UNC Pathology De- 
partment were Drs. John B. Graham, Robert H. 
Wagner and Margaret Swanton of Chapel Hill, and 
Dr. Robert D. Langdell, who is presently on leave 
of absence for military service and stationed at 
Walter Reed Army Medical Center in Washington, 
Dic, 

Dr. Graham spoke on “Genetic Problems,” Dr. 
Wagner on “Antihemophilic Factor: Current Sta- 
tus of Purification, Chemical and Physical Charac- 
terization,” Dr. Swanton on “Pathology of Hem- 
arthrosis in Hemophilia,” and Dr. Langdell on 
“Transfusion Therapy in Hemophilia.” 

* ” 


Dr. Robert R. Cadmus, director of the North 
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Carolina Memorial Hospital, was made a fellow 
recently of the American College of Hospital Ad- 
ministrators, 

Dr. Cadmus has been a member of the organi- 
zation for a number of years. He received the 
etatus of a feliow of the college on September 16 
in Chicago. Not less than 10 years of service as 
a hospital administrator is required before a per- 
son is considered for this honor. 

* 

Dr. William E. Loring, assistant professor, De- 
partment of Pathology, resigned August 18 to 
hecome assistant professor of pathology, New 
York University School of Medicine, New York 
City. 

* * 

Dr. George C. Ham, professor and chairman of 
the Department of Psychiatry of the UNC School 
of Medicine, has announced the receipt of a total 
of approximately $150,000 in grants from the 
National Institute of Mental Health of the U. 8. 
Public Health Service for the present fiscal year. 

These grants include funds for: (1) stipends for 
residents in psychiatry and salaries for staff mem- 
bers to supplement the regular departmental staff's 
instruction in this specialty; (2) a pilot project 
to explore the possibility of more effectively 
teaching and integrating basic psychiatric con- 
cepts with the other basic medical science disci- 
plines; (3) an experimental teaching plan for first- 
year medical students oriented toward the mul- 
tidisciplinary study of human illness; (4) the 
development of a program of training, research 
and service in child psychiatry and (5) the ex- 
tension and expansion of a psychological intern- 
ship program in the Department of Pathology. 

With the exception of the grant for child psy- 
chiatry, these grants represent the continuing sup- 
port of programs already begun from one to three 
years ago which have enabled the department to 
provide training, teaching, and service that would 
otherwise have been impossible. 

The child psychiatry unit has only recently been 
organized under the guidance of Dr. Lucie Jessner, 
professor of psychiatry, and will now be in a 
position to expand its services. 

* * 

Ten promotions were announced recently in the 
UNC School of Medicine. The names and the new 
vank of the personnel promoted are as follows: 
Drs, W. H. Sprunt, Newton Fischer, Paul Bunce, 
and George Penick to associate professors; Drs. 
B. A. Schottelius, J. N. Allen, J. T. Proctor, Robert 
Langdell, and J. W. Pearson to assistant professors. 

* * * 

Dr. A. T. Miiler, Jr., professor of physiology, at- 
tended the twentieth International Physiological 
Congress in Brussels, Belgium, during the first 
week of August. 

Dr. Miller made the trip under a grant from the 
U. 8S. Navy. Following the meeting, Dr. Miller 
visited several European laboratories. 


| 
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Dr. J. H. Ferguson, professor of physiology, 
left August 11 for Cape Town, South Africa, 
where he delivered a paper on blood clotting at 
the University of Cape Town the latter part of 
August. 

Dr. Ferguson is a former resident of Cape 
Town, having lived there from the time he was 
& small child until he received his first university 
degree. | He later attended Oxford and Harvard 


Universities. 


WORTH CAROLINA STATE RURAL 
HEALTH CONFERENCE 


The ninth annual State Rural Health Conference 
will be held at the Sir Walter Hotel in Raleigh on 
October! 11. Theme of the conference will be: “To- 
gether We Build Better Health.” 

The program will include a discussion of “The 
Role of: the Physician in the Community,” by Mr. 
W. R. Garey of Fallston, and Dr, George F. Bond 
of Bat{| Cave; reports by community leaders on 
“Community Efforts in Health Programs,” under 
the leacership of Dr. Selz C. Mayo of State Col- 
lege; aj film on “Better Health—The 4-H Way,” 
presented by L. R. Harrill, state 4-H leader; a 
panel oh “Training Opportunities and Employment 
Needs for Health and Medical Personnel,” with 
Dr. L. M. Massey, president of the Wake County 
Dental jSociety, as leader and Drs. W. C. Davison, 
Henry ©. Clark, M. B. Bethel, Horace K, Thomp- 
son, and Miss Vivian Culver as participants; and 
an address, “Where Do We Go from Here?” by 
Aubrey D. Gates, executive director of the A.M.A. 


Council Rural Health, Little Rock, Arkansas. 
| 


SOUTHEASTERN ALLERGY ASSOCIATION 
The eleventh annual meeting of the Southeastern 
Allergy Association will be held at the Barringer 
Hiotel in Charlotte on October 5 and 6. The pro- 
vram follows: 
Friday, October 5, 1956 
Theme: Allergy and Its Relationship 
to Medicine and Surgery 
4:30 a.m. Registration 
Morning Session—Chairman, Ben N. Miller, M.D. 


8:15 a.m. “Allergy and Its Relation to General 
Medicine” 
(15 min.) Katherine Baylis MacInnis, M.D., 
Columbia, South Carolina 
9:40 am. “Drug Allergy”—David Thomas, M.D., 
Augusta, Georgia 
(15 min.) 
10:00 a.m. “The Steroids and their effects on 
(30 min.) various Immunological and Allergic 
Reactions”—Carl E. Arbesman, M.D., 


Buffalo, N. Y. 
President American Academy of 
Allergy 


10:30-10:45 a.m. Recess-Registration 


~ 
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10:45 am. “The Allergist, the Otolaryngologist, 
and the Patient” — Theo E. Walsh, 
M.D., Prof. of Otolaryngology, Wash- 
ington University, St. Louis, Missouri. 


11:30 am. “A New Look at Allergy’”—Charles 
(30 min.) P. Wofford, M.D. in collaboration with 
John B. McKinnon, M.D. and Ben D. 

Hall, M.D., Johnson City, Tennessee. 


12:00noon “The Changing Picture of Allergy” 
(45 min.) —Ethan Allan Brown, M.D., Boston, 
Massachusetts, President American 
College of Allergists. 
12:45 p.m. Luncheon Recess 
Afternoon Session 
Chairman, Charles P. Wofford, M.D. 
2:00 p.m. Bronchial Asthma with Complica- 
(1 hour) tions” 
Discusser: Oscar C, E. Hansen-Pruss, 
M.D., Professor of Medicine, Duke 
University Medical School, Durham. 
Necropsy Discussion: Gordon R. Hen- 
nigar, M.D., Associate Professor of 
Pathology, Medical College of Vir- 
ginia, Richmond, Virginia. 
3:00 p.m. Panel on Pediatric Allergy—Lewis D. 
(2 hours) Hoppe, M.D., Atlanta, Georgia. 
“The Pediatrician and Preventive 
Measures”—Mary Margaret McLeod, 
M.D., Sanford. 
“Allergic Dermititis in Children”—G, 
Frederick Hieber, M.D., St. Peters- 
burg, Florida. 
“Psychiatric Aspects of Allergy in 
Pediatrics”—Olin Shivers, M.D., 
Atlanta, Georgia. 
5:00 p.m, Recess 
5:10 p.m. Business Meeting 
7:30 p.m. Cocktails—-Banquet 
Saturday Morning, October 6, 1956 
Chairman, Andrew D. Taylor, M.D., 
Charlotte 
9:00 am. Panel: “Role of Chronic Lung Disease 
in Chronic Asthma” 
Moderator, Oscar Swineford, Jr., 
Professor of Internal Medicine, 
University of Virginia Hospital, 
Charlottesville, Virginia. 
Introduction: Oscar Swineford, Jr., 
M.D. 
“Physiolgy of Normal Breathing” 
Changes produced by chronic lung dis- 
eases—Kelly T. McKee, M.D., Asso- 
ciate Professor of Medicine, Medical 
College of South Carolina. 
“Pathogenesis and Description of the 
Chronic Lung Diseases Associated 
with Wheezing’—John L. Guerrant, 
M.D., Associate Professor of Internal 
Medicine, University of Virginia Hos- 
pital, Charlottesville, Virginia. 
10:-15-25 a.m. Recess (10 minutes) 
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10:25 a.m. “Differential Diagnosis of Asthma Due 
to Allergy, Infection, and Chronic 
Lung Disease’”—Alexander McCaus- 
land, M.D., Roanoke, Virginia. 
“Medical Treatment of Chronic Lung 
Disease: Antibiotics, Allergy, Spas- 
molytics, Postural Drainage, Expec- 
torants’”—Ben Miller, M.D., Columbia, 
South Carolina. 


“Surgical Treatment of Chronic Lung 
Diseases Which Cause Asthma; Bron- 
choscopy, Excision of Tumors, lobes, 
cysts, nerve resection, etc.”—William 
A. Hopkins, M.D., Atlanta, Georgia. 
Questions to be answered by the 
essayists. 


This program has been accepted by the American 
Academy of General Practice for ten hours credit 
in Category No. 2. 


SIXTH DISTRICT MEDICAL SOCIETY 

The Sixth District Medical Society will hold its 
annual meeting on October 17, commencing at 
¥:30, at the North Carolina Memorial Hospital, 
Chapel Hill. The scientific program includes wel- 
coming address by Dr. Walter Reece Berryhill, 
dean of the University of North Carolina Medical 
School; “Management of Common Dermatological 
Problems,” by Dr. J. Lamar Callaway of Duke 
University;” “Urological Observations That Can 
Be Made By the General Practitioner,” by John 
§. Rhodes of Raleigh; “Some Thoughts on Treat- 


ment of Hyperthyroidism,’ by Dr, William M. 
Nicholson of Duke University; a clinicupathologic 
conference conducted by Dr. Charles H. Barnett 
and Dr, Kenneth N. Brinkhouse of the University of 
North Carolina School of Medicine; and a demon- 
stration on extra-corporeal circulation, to be con- 
ducted by Dr. Richard M. Peters of the University 
of North Carolina School of Medicine. 


DURHAM-ORANGE COUNTY MEDICAL SOCIETY 


The Durham-Orange County Medical Society met 
on August 8 at the Hope Valley Country Club in 
Durham. The president, Dr. Kenneth Brinkhous, 
presided. 


During the business meeting a report on the 
poliomyelitis situation was given by the chairman 
of the society’s Polio Committee, Dr. Arthur Lon- 
don. Dr. Warner Wells, assistant professor of 
surgery at the University of North Carolina School 
of Medicine, then spoke on the book “Hiroshima 
Diary,” which he had translated and edited. He 
also showed several foreign editions of the book, 
which has been published in many countries. 


#3 
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NEWS NOTES 


The Private Diagnostic Clinic of the Bowman 
Gray School of Medicine of Wake Forest College 
has announced the appointment of Dr. M. Frank 
Sohmer in gastroenterology, in association with 
Dr. David Cayer. 

x * 

The Wilson Clinic has announced the association 
of Dr. John McCain for the practice of internal 
medicine, at 302 East Green Street, Wilson. 

Dr. Harold R. Hoke has opened his office at 614 
North Hamilton Street, High Point, for the prac- 
tice of obstetrics and gynecology. 


SOUTHERN MEDICAL ASSOCIATION 


The Southern Medical Association will celebrate 
its Golden Anniversary with a special program at 
the Read House, Chattanooga, Tennessee, Tuesday 
evening and Wednesday forenoon, October 2-3, This 
will be a historical and inspirational meeting and 
will not conflict with the regular annual scientific 
session at Washington, November 12-15. 


The Golden Anniversary Celebration will begin 
with a dinner meeting at the Read House, Chatta- 
nooga, on Tuesday evening, October 2. A feature 
of that program will be an address by Dr. R. L. 
Sanders, Memphis, immediate past-president of 
the Southern Medical Association, on “Fifty Years 
of Medicine in the South.” Dr. Sanders graduated 
in medicine at Nashville in 1906, his fifty years 
of practice running concurrently with the fifty 
years of the Southern Medical Association. Dr. 
Dwight H. Murray, Napa, California, president of 
the American Medical Association, will represent 
the A.M.A. at the celebration. A feature of the 
Wednesday, October 3, morning session will be the 
unveiling of a plaque to be placed in the Read 
House commemorating the birth of the Southern 
Medical Association fifty years before on that 
date. 

Physicians who are members of their county 
and state medical societies are most cordially in- 
vited to come to this Golden Anniversary Cele- 
bration, the celebrating of the fifty years that the 
Southern Medical Association has been a great 
force in the advancing of scientific medicine in 
the South. 


* 


The Southern Medical Association is pleased to 
announce the establishment of its Distinguished 
Service Award for the purpose of recognizing a 
physician-member of the Southern Medical Asso- 
ciation for outstanding contributions to the ad- 
vancement of medicine. The award is symbolized by 
an attractive 14K gold medal, the first one of 
which will be awarded at the Association’s Golden 
Anniversary Meeting in Washington, D. C., Novem- 
ber 12-15, 1956. 
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4.MERICAN MEDICAL ASSOCIATION 
NEws NOTES 
New Film On Auto Crash Injuries 

A 15-minute motion picture on the part being 
played by the medical profession in the prevention 
of auto crash injuries has been released jointly 
by the American Medical Association and the Ford 
Motor Company. 

Entitled “On Impact,” the film is 
scientific information about auto injuries presented 
at the A.M.A.’s Annual Meeting last June. 

Prints of “On Impact” are being sent to all 
television stations in the United States for possible 
use on public service time. In addition, the feature 
can be booked from the A.M.A.’s Film Library by 
county and state medical societies and their auxil- 
iaries for showing at meetings or to the general 
public. 


based on 


A.M.A. Pamphlet Sales Hit Record 

More than 396,000 health education pamphlets 
were sold by the A.M.A.’s Bureau of Health Edu- 
cation during the 12 months ending June 30, 1956. 
This represents sales in single copies or small 
quantities, These sales are of interest since they 
indicate a widespread use by non-medical persons 
of materials prepared and sold by the A.M.A. They 
also furnish a valuable index of the health inter- 
ests of a considerable cross-section of the Ameri- 
can people. 

An analysis shows that the largest single group 
of pamphlets sold is 69,000 on the health of the 
school age child. Mental health pamphlets were 
second with 35,574; accidents and first air 25,575; 
teeth 18,674; nutrition and diet 18,000; maternal 
health 17,296; physical fitness 15,319, and heart 
and circulation 12,400. Most of the pamphlets are 
reprinted from Today's Health. 

Industrial Health Meeting Scheduled For February 

The A.M.A.’s Council on Industrial Health an- 
nounces plans are being made to hold the next 
Congress on Industrial Health February 3-6 at the 
Biltmore Hotel, Los Angeles. The four-day meeting 
will feature technical sessions on such things as 
industrial vision, management of burns, pest- 
icides and herbicides, and hearing joss due to noise. 
Additional program details will be announced 
later. 

A.M.A. Produces Film On Medical Organization 

A.M.A.’s new 30-minute color movie designed to 
acquaint physicians with the services and activities 
of their national organization will be ready for 
distribution this month (September). Entitled 
“The Case of the Doubting Doctor,” the film was 
prepared primarily for medical society meetings. 
It was previewed August 29 at A.M.A.’s PR 
Institute in Chicago. 

As the story opens, one of the doctors indicates 
his lack of enthusiasm for A.M.A. Two other 
physicians try to knock out his criticisms that 
A.M.A. is undemocratic and run by an iron-clad 
clique. As a result, the “star” bets that he can 
prove he’s right about medical organizations. 


437 


438 


The following scenes show the doctor taking his 
first real look at organized medicine. A.M.A. 
activities which benefit both doctor and public are 
described. In the final scene, the doctor admits he 
was all wrong. 

Bookings may be arranged for this 16mm film 
from A.M.A.’s Film Library. 


AMERICAN RHINOLOGIC SOCIETY 

A symposium on “Expanding Horizons in Rhinol- 
ogy,” papers on rhinological problems, and work- 
shop presentations of nasal techniques will feature 
the scientific program at the second annual meeting 
of the American Rhinologie Society in Chicago, Oc- 
tober 9-13, 

A dinner and evening business meeting will be 
held in the Illinois Masonic Hospital, 834 Welling- 
ton Avenue, on the opening day. For the next 
three days, a clinical program will be presented 
in the hospital under the direction of the Cottle 
Fund for Medical Research and Education. Dr. 
Maurice H. Cottle, Chicago, founder of the So- 
ciety, will he in charge. 

Among the participants in the symposium, to be 
held on the morning of October 13 in the Palmer 
House, will be Dr. Newton D. Fischer, University 
of North Carolina School of Medicine, Chapel Hill. 

Dr. Matthew S. Ersner, professor of otolaryn- 
gology and rhinology, Temple University, Phil- 


adelphia, will speak on “The Dynamics of Rhinol- 
ogy” at the annual dinner on the closing day. Dr. 


Ralph H. Riggs, Shreveport, president of the so- 
ciety, will preside. 

There is no registration fee. The profession is 
welcome to attend the scientific sessions as guests 
of a member of the Society. 

Further information may be obtained from Mrs. 
Mabel Campbell, corresponding secretary, 834 
Wellington Avenue, Chicago 14, Illinois. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 

The National Foundation for Infantile Paralysis 
announces that postdoctoral fellowships are avail- 
able for full time study in preparation for careers 
in research and/or academic medicine, or in the 
clinical fields of psychiatry, rehabilitation, or- 
thopedics, and the management of poliomyelitis 
and preventive medicine. 

Financial support of the fellow varies, and com- 
pensation to the institution is arranged according 
to the program undertaken. For a full academic 
program, tuition and fees are paid; for other 
programs, a sum not to exceed $1,250 per year 
including tuition. 

All awards are made upon recommendation of 
the appropriate National Foundation Fellowship 
Committee. U. S. citizenship is required, but those 
who have filed a petition for naturalization will be 
considered. Partial fellowships are available for 
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qualified veterans to supplement G.I. educational 
benefits. 

For further information write to: Division of 
Professional Education, The National Foundation 
for Infantile Paralysis, 120 Broadway, New York 5, 
New York. 


AMERICAN COLLEGE OF SURGEONS 


All members of the medical profession are invited 
to attend any of six sectional meetings of the 
American College of Surgeons, to be held in con- 
veniently located cities in the United States, 
Canada and Puerto Rico during 1957. 

Meeting cities are San Juan, Puerto Rico, Jan- 
uary 16-18; New Orleans, Louisiana, February 4-7; 
Seattle, Washington, February 28-March 2; Wash- 
ington, D. C., March 18-20; Toronto, Ontario, 
March 25-27; St. Paul, Minnesota, April 8-10. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


More than 400 physicians, dignitaries, and guests 
attended the formal dedication of the new Ameri- 
can Academy of General Practice national head- 
quarters building in Kansas City, Missouri, on 
September 1. The principal speaker was Dr. Dwight 
H. Murray, Napa, California, president of the 
American Medical Association, 

The new reinforced concrete building, at the 
corner of Volker and Brookside Boulevards, houses 
the Academy staff and the editorial and business 
offices of GP magazine, published monthly by the 
Academy. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 


The annual convention of the American College 
of the American College of Gastroenterology will 
be held at The Roosevelt in New York City on 
October 15, 16, and 17. 

The program will feature six panel discussions 
on the diseases of the gastrointestinal tract, one 
to be presented by each of the six medical schools 
in New York City. In addition, there will be in- 
dividual papers, a special motion picture program, 
and both scientific and commercial exhibits. The 
sessions will be open to all physicians without 
charge. 

Following the convention, the annual course in 
postgraduate gastroenterology, under the personal 
direction of Dr. Owen H. Wangensteen of Minn- 
eapolis, Minnesota, and Dr. I. Snapper of Brooklyn, 
New York, will be given on October 18, 19, and 
20, at The Roosevelt and the new Metropolitan 
Hospital Center. The course will be open only to 
those who have registered in advance. 

Copies of the program and further information 
concerning the postgraduate course may be ob- 
tained by writing to: American College of Gas- 
troenterology, 33 West 60th Street, New York 23, 
New York. 


: 
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AMERICAN PSYCHIATRIC ASSOCIATION 
A seven-point fellowship program for psychia- 
trists, aimed at relieving the personnel problems 
of public mental hospitals, was announced recently 
by the American Psychiatric Association. 


The fellowship program, drawing on a _ three- 
year grant of $90,000 from the Smith, Kline & 
French Foundation of Philadelphia, has been 
broadened to cover medical students, teaching cen- 
ters, general physicians, psychiatric authorities 
from this country and abroad, as well as state hos- 
pital psychiatrists. 


Fellowships are awarded by the Smith, Kline & 
French Foundation Fellowship Committee, which is 
comprised of eight distinguished psychiatrists. 
These are: Kenneth E. Appel, M.D., chairman, 
professor and chairman of the Department of 
Psychiatry, University of Pennsylvania School of 
Medicine; Daniel Blain, M.D., medical director, 
American Psychiatric Association; Henry Brill, 
M.D., assistant commissioner, New York State 
Department of Mental Hygiene; Jacob E. Fine- 
singer, M.D., professor and chairman of the De- 
partment of Psychiatry, University of Maryland 
School of Medicine; Francis J. Gerty, M.D., profes- 
sor and chairman of the Department of Psychiatry, 
University of Illinois School of Medicine; David 
A. Young, M.D., commissioner of mental health for 
North Carolina; Seymour D. Vestermark, M.D., 
chief, Training and Standards Branch, National 
Institute of Mental Health; Robert G. Heath, M.D., 
professor and chairman of the Department of 
Psychiatry, Tulane University School of Medicine. 


ACADEMY OF PSYCHOSOMATIC MEDICINE 

The Academy of Psychosomatic Medicine will hold 
its third annual meeting at the Hotel Plaza, New 
York City on Thursday, Friday, and Saturday, 
October 4, 5, and 6, 1956. The program will be 
devoted to the subject of the “Psychosomatic As- 
pects of the General Practice of Medicine.” 


The meeting is open to all fellows, associate 
fellows, their guests, and interested physicians. 
There is no registration fee. For details concern- 
ing the program and the speakers, questions should 
be directed to the office of the secretary, Dr. Ethan 
Allen Brown, 75 Bay State Road, Boston, Massa- 
chusetts, 


AMERICAN COLLEGE OF OBSTETRICIANS 
AND GYNECOLOGISTS 

Two hundred round table discussions and one 
hundred breakfast conferences will high-light the 
meetings of the American College of Obstetricians 
and Gynecologists at the fifth annual clinical meet- 
ing to be held at The Palmer House, Chicago, 
Illinois, on November 7-9, 1956. Leaders of these 
discussions have been carefully selected for their 
special knowledge of the particular subject and 
their ability to stimulate and guide the discussion. 
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Three panel discussions will be offered, one on 
Anesthesia in Obstetrics, one dealing with problems 
connected with adoption, and one on the Pathol- 
ogy of the Breast. Formal papers will be presented 
on “Prediabetic State,” “Use of Hypotensive Drugs 
in Obstetrical Toxemia,” and other subjects. 

An innovation this year will be the “Consulta- 
tion Hours” which will be held four times during 
the meeting. At each “Consultation Hour” a panel 
of three outstanding specialists will undertake to 
answer all questions presented to them before the 
session or while it is in progress. 

Chairman of the college for North Carolina is 
Dr. John C, Burwell of Greensboro; vice chairman, 
Dr. Robert A. Ross of Chapel Hill, 


AMERICAN CANCER SOCIETY 

The American Cancer Society has announced as 
a new day and a new dimension” in medical 
education on cell life an arrangement which makes 
available to medical schools thousands of feet of 
inicroscopic movies recording the dynamic aspects 
of cell life. 

The film was produced by Dr. Charles M. Pom- 
erat of the University of Texas Medical Branch, 
with Cancer Society support, Abbott Laboratories 
in Chicago have awarded $30,000 to the Association 
ef American Medical Colleges to finance the print- 
ing and distribution of selected portions to medi- 
cal schools throughout the United States. 

The arrangement brings to medical students 
everywhere an intimate view of living cells of 
many kinds. Most of the movies were made by 
phase contrast microscopy with, usually, eight 
frames being made a minute. Three hours in the 
life of a cell are run off on the screen in one min- 
ute, 

The cinematographic techniques, pioneered by 
Dr. Pomerat, are intended to supplant archaic 
textbook representations of the cell appearing as 
dynamic as a doughnut. The films show that cell 
life is a ceaseless, surging series of activities, a 
constant groping in the environment for food, bit- 
ter battles with natural enemies and triumph over 
age and death by constant growth and division, 


UNITED CEREBRAL PALSY 

The United Cerebral Palsy Research and Educa- 
tional Foundation, Inc., in its first publie report 
issued August 20, describes in detail the broad re- 
search program in cerebral palsy, with emphasis 
on the mechanism and functions of the human 
brain, now being conducted in leading universities 
and research institutions throughout the nation. 

Citing prevention, more effective treatment for 
the Cerebral Palsied, a basie understanding of the 
brain and a greater supply of professional and 
scientific manpower as the program’s major ob- 
jectives, Dr. Glidden L, Brooks, medical director, 
said 60 different grants are supporting the work 
of scientists and teachers in 45 universities and 
research institutions. 
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The report explains that the Foundation is not 
the only source of research and training funds in 
this field but that its program is designed to 
augment and supplement available support from 
the National Institute of Neurological Diseases and 
Blindness and other governmental and private 


sources, 


HEALTH INSURANCE COUNCIL 


Benefit payments under voluntary health insur- 
ance programs, designed to help people pay hos- 
pital and doctor bills, are running 20 per cent 


higher so far this year than in 1955, the Health 
Insurance Council announced August 15, in re- 
of the 


leasing the findings of its annual survey 
extent of voluntary health coverage in the United 
States. In 1955 such payments amounted to 2.5 


billion dollars. 


The increase in benefit payments, the council 
said, reflects both the progress made by the Amer- 
ican people in bringing their health insurance pro- 
tection to more nearly adequate levels, and the 
continued spread of ownership. 


As of July 31, the council estimates, some 110 
million persons, an all-time high, were covered by 
hospital insurance, while 94 million had surgical 
protection, 58 million had policies that cover regu- 
jar medical expenses and seven million were in- 
sured against major medical expenses. 


PAN AMERICAN SANITARY BUREAU 

Leadership in the stimulation and co-ordination 
of research throughout the world on the problem 
of insect resistance to insecticides should be as- 
sumed by the World Health Organization (WHO) 
according to a recommendation made by a group 
of experts at the conclusion of a week of meetings 
in Geneva, Dr. S. W. Simmons (USA) was the 
group’s chairman and Dr. C. H. Mofidi (Iran) 
vice-chairman. 

This action high-lights WHO’s urgent recom- 
mendation made in 1955 that malaria eradication 
programs be accelerated throughout the world to 
achieve their objective before insect resistance can 


further develop. 


PAN AMERICAN MEDICAL ASSOCIATION 


The next and tenth Inter-American Congress of 
the Pan American Medical Association will be held 


in Mexico City on November 18-22, 1957. The 
Congress will be held in sections covering all 
branches of medicine and surgery. There will be 


medical moving pictures, panel discussions, and 


scientific and technical exhibits. The Association 
has 42 medical sections including the new Section 
of General Practice. 
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UNITED STATES ATOMIC ENERGY COMMISSION 


Award of twenty-four unclassified life science 
research contracts in the fields of medicine, biol- 
ogy and biophysics was announced recently by the 
United States Atomic Energy Commission. The 
contracts were awarded to universities and private 
institutions as part of the AEC’s continuing policy 
of assisting and fostering research and develop- 
ment in fields related to atomic energy as specified 
in the Atomie Energy Act of 1954. 


U. S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 


The United States Public Health Service has 
announced the appointment of 98 _ physicians, 
nurses, sanitary engineers, and pharmacists to the 
inactive reserve component of its commissioned 
officer corps. 

Officers of the Commissioned Reserve are held 
in reserve for emergency service and trained to 
serve in critical situations affecting the health 
and well-being of large numbers of people. Such 
emergencies might involve the devastation of 
cities, extensive illness and death from man-made 
or naturally occurring disease outbreaks, or the 
disruption of community life caused by hurricanes, 
floods, earthquakes, and other widespread natutal 
cisasters, 

* * 


Preliminary information on the operation of the 
new Federal Water Pollution Control Act has been 
released by Dr. Leroy E. Burney, Surgeon General 
cf the Public Health Service, Department of 
Health, Education, and welfare. 

Among other provisions, the new law authorizes 
federal grants to municipalities to assist them in 
the construction of necessary sewage treatment 
works as a pollution control, water conservation 
measure, 

The Act also authorizes a five-year program of 
grants to States and to interstate water pollution 
control agencies to assist them in developing their 
own pollution control operations. A revised federal 
enforcement procedure for control of interstate 
pollution and greater federal support of water 
pollution research are among other important 
provisions of the Act. 


A competitive exanimation for appointment of 
Medical Officers to the Regular Corps of the 
United States Public Health Service will be held 
in various places throughout the country on No- 
vember 27, 28, 29, and 30, 1956. 

Application forms may be obtained from the 
chief, Division of Personnel, Public Health Ser- 
vice, Department of Health, Education, and Wel- 
fare, Washington 25, D. C. Completed application 
forms must be received in the Division of Per- 
sonnel no later than October 13, 1956. 
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A new publication in the heart disease field, 
Selected References on Cardiovascular Disease, has 
just been issued by the Public Health Service, U. S. 
Department of Health, Education, and Welfare. 

Compiled as a time-saving guide for nurses, this 
annotated bibliography will also be of use to medi- 
cal students, nutritionists, health educators, social 
workers and others in the health field concerned 
with cardiovascular disease, 


Listed as Public Health Service Publication No. 


472, it is available from the Superintendent of 
Documents, Government Printing Office, 


ton 25, D. C., for 25 cents a 


Washing- 
copy. 

The Journal of the National Cancer Institute 
will be published monthly starting with Volume 
17, Number 1, July, 1956. Thereafter, two volumes 
of six issues each will appear annually with Num- 
ber 1 in July and January. 

This change of schedule, after 16 years 
monthly publication, has been made to increase 
the publication outlet for investigators engaged in 
cancer research, Papers on basic research, clinical 
and critical re- 


of bi- 


investigations, statistical studies, 
views in cancer are invited. 

The Journal may be purchased from the Super- 
intendent of Documents, U. S. Government Printing 
Office, Washington 25, D. C. Any changes in price 
for future volumes will be announced. 


VETERANS ADMINISTRATION 

Dr. Marjorie P. Wilson has been appointed chief 
of the Veterans Administration residency and _ in- 
ternship division in the education service of the 
Department of Medicine and Surgery at Wash- 
ington, D. C., VA announced, 

She succeeds Dr. Jackson H. Friedlander 
has been reassigned as manager of the VA hospital 
in Big Springs, Texas. 


who 


Dr. Ivan F. Bennett has been appointed chief 
of psychiatric research in the psychiatry and 
neurology service of Veterans Administration Cen- 
tral Office at Washington, D. C., VA announced. 

He succeeds Dr. Richard L. Jenkins who has been 
reassigned as director of VA’s psychiatric evalua- 
tion project (PEP), with headquarters in VA’s 
Mt. Alto hospital in Washington. 


Peacock Appointed Professional Service 


Representative for McNeil Laboratories 


R. H. Peacock has been appointed professional 
service representative in this area by MeNeil 
Laboratories, Inc., pharmaceutical firm of Phil- 
adelphia. will physicians, pharmacists, 
hospital staff members and related professions, in- 
forming them of developments in medicinal ther- 
apy. 

Mr. Peacock attended the University of North 
Carolina where he majored in chemistry and served 
in the Army. 


serve 
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The Month in Washington 


In terms of actual health bills passed and 
sums of money appropriated, the Eighty- 
fourth Congress which ended just a few 
weeks in advance of party presidential con- 
ventions undoubtedly set records, 
Measures ranged from the far-reaching pro- 
gram of disability cash payments to a bill 
for the commissioning of male nurses in 
the armed services. 

In between are a wide variety of meas- 
ures which, in the opinion of Secretary Fol- 
som, Secretary of Health, Education, and 
Welfare, gives “promise of immediate and 
substantial progress on a wide front in 
the improvement of the nation’s health.” 

Both Mr. Folsom and the President de- 
plored the fact that Congress had not acted 
on their plan for federal aid to medical 
schools, but Congress decided this was one 
of the subjects that needed more study be- 
fore taking any further action. In addition 
Mr. Folsom expressed disappointment that 
nothing had been done on authority for pool- 
ing arrangements among small health in- 
surance companies and the long dormant 
plan for a health reinsurance fund. 

On medical research funds, the adminis- 
tration this session asked for the largest 
amount of money ever requested in one 
year. The appropriation finally voted was 
even larger, some $170 million. On top of 
this, Congress in its final hours appropriat- 
ed nearly $80 million to carry out new leg- 
is lation just passed. 

Here are the high lights of major health 
bills approved by the eighty fourth Con- 
gress: 

Social Security Amendments: Changes 
in the 21 year old social security law now 
include (1) Old Age and Survivors Insu- 
rance payments to disabled workers at age 
50, paid from a “separate” fund; (2) ex- 
tension of social security to some 250,000 
dentists, lawyers, osteopaths and other self- 
employed persons; (3) lowering of retire- 
ment age for social security purposes for 
women from 65 to 62; (4) earmarked pay- 
ments for medical care of public assistance 
recipients, and (5) increase of payroll de 
ductions by one half of 1 per cent and three 
eighths of 1 per cent for the self-emploved 

Laboratory Research Facilities: The Hill- 
Bridges bill for $90 million in construction 
grants over three years to public and non- 
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profit institutions to erect research facili- 
ties started out in the Senate as a bill to aid 
research in crippling and killing diseases 
but wound up for research in all “sciences 
related to health.” 


Health Amendments Act: The so-called 
little omnibus health bill provides for feder- 
al grants for training of public health spe- 
cialists, professional nurses qualified for 
teaching and administrative jobs, and for 
practical nurses—plus a two-year extension 
beyond next July 1 of the 10 year old Hill- 
Burton hospital program, and special pro- 
jects grants for mental health studies and 
demonstrations. 

Medical Care for Military Dependents: 
A long-sought goal of the Defense Depart- 
ment was enactment of a permanent pro- 
gram of medical care for dependents of arm- 
ed services personnel either in military 
hospitals and clinics or through private 
sources. It is scheduled to begin early in 
December. 

National Library of Medicine: Another 
proposal long in the making was the re- 
establishment of the Armed Forces Medical 
Library as the National Library of Medi- 
cine. For administrative purposes, Congress 
put it under the Department of HEW, but 
left up to the 17-man board or regents the 
selection of site—in all likelihood in the 
Washington area. 

Sickness Survey: Special and continuing 
surveys on the extent of illness and disabil- 
ity in the U. S., along with medical care 
being offered have been authorized—the 
first detailed study of its kind in over 20 
years. The work will be done by the Public 
Health Service. 
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Water Pollution Control: The Public 
Health Service is authorized to make grants 
to states and communities to help in con- 
struction of sewage disposal plants at the 
rate of $50 million a year for 10 years. 
Some other measures signed into law by 
the President were: establishment of a 
mental health program for Alaska, hudget 
increases for additional staff for the Food 
and Drug Administration along with a 
new headquarters building for modern labo- 
ratories, provision of medical care for em- 
ployees and dependents of the State Depart- 
ment abroad in U. 8S. military facilities, a 
$400,000 fund to finance the holding of the 
World Health Assembly in this country in 
1958 (which is the tenth anniversary of the 
founding of the World Health Organiza- 
tion) and the commissioning in the armed 
services of osteopaths. 
Notes: 


The new surgeon general of the Public 
Health Service is Dr. Leroy E. Burney, a 
career officer in the commissioned corps 
and for 10 years commissioner of health 
for the state of Indiana. Until his nomina- 
tion by the President he was deputy chief 
of the PHS Bureau of State Service. Dr. 
Burney received his medical degree from 
Indiana University. 

The federal government withdrew from 
the allocation of the Salk poliomyelitis 
vaccine just 15 months after the first re- 
lease of the vaccine, but federal grants to 
states to help finance inoculation programs 
continue. 

In preparation for a national blood bank 
directory, the Joint Council with head- 
quarters in Washington launched a nation- 
wide survey September 1 of all blood banks. 
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CORRECTS MOST TYPES OF CONSTIPATION 


Metamucil 
Blends with 


the 


Intestinal Contents, 
Soothes the 


Metamucil is highly refined; 
it stimulates the bowel 


musculature, not the mucosa. 


When you specify Metamucil in con- 
stipation management you are select- 
ing a product which has been made at 
least 99.6 per cent pure through a 
complete process of refinement. 

All possible irritants (rough parts 
of the psyllium seed, undesirable oils 
and similar materials) are discarded 
during the refining process. A rela- 
tively small quantity of purified mu- 
cilloid powder is the result. To this is 
added an equal weight of pure anhy- 
drous dextrose to insure complete dis- 
persion in the colon. 

Such meticulous preparation as- 
sures that only the bulk-producing 
mucilloid portion of the psyllium 
seed remains and that Metamucil will 
act as a purely “physiologic” con- 
stipation corrective, providing bland 
distention to stimulate the bowel 
muscularis. 

The Metamucil mixture (formed by 
adding water to Metamucil) elicits 
gentle colonic reflex peristalsis. Evac- 
uations are normally formed and are 
not irritating. The bowel stimulation 
imparted by Metamucil is only suffi- 
cient to clear the colon of its contents; 
patients are not annoyed by the re- 


Mucosa 


peated diarrheal evacuations that re- 
sult from mucosal irritation by drastic 
cathartics, 

The blandness of Metamucil makes 
it an ideal choice for constipation as- 
sociated with a soft diet, constipation 
of pregnancy and in the aged and as 
an aid in reestablishing normal bowel 
habit after anorectal surgery. Daily 
use of Metamucil for a limited time 
will often return an atonic colon to 
normal function. 

Metamucil® is the highly refined 
mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, com- 
bined with dextrose (50%) as a dis- 
persing agent. It is supplied in con- 
tainers of 1 pound—also 4 ounces and 
8 ounces. 

G. D. Searle & Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine, 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Dr. HOWARD R. MASTERS 
Dr. GEORGE S. FULTZ, JR. 
Dr. RoBeRT K. WILLIAMS 


ELIMINATE 
STAIR 
CLIMBING 


with an 
INCLIN-ATOR 
Goes up or down 


stairway. Seats two 
comfortably. 


In clinic 
office 
and hospital 


Fits into home stair- 
well, closet, or other 
small places. 


the Birtcher 


MEGASON ULTRASONIC 


is earning the respect of both operator and 
patient because of its consistently excellent 
performance, Ask us for demonstration. 


Both push-button controlled. Operate 
on ordinary house current. Attractive. 
Used in hundreds of North Carolina 
homes. Surprisingly low in cost. 


Call or write for information 


CAROLINA SURGICAL 
SUP LY COMP ANY North Carolina 


RALEIGH DURHAM 
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... part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 
DISORDERS 


In every patient .. . 
a valuable adjunct 
to the customary therapy 


Supplied: Tabiets, 400 mg., botties of 50, 
Usual Dose: tablet, t.i.d. 


"Trademark 


MEPROBAMATE 


(2-mathy\ 2-n- propyl 1.3 propanediol dw arbamate 


anti-anxiety factor with muscle-relaxing action Licensed under US. Patent No 2.724.720 


| 
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It's The Little Things That Count 
where a smart secretary is concerned 


You’re a good secretary. Only you know just how 
much work goes on behind your professional courteous 
manner, But don’t think for one minute that the Doctor 
doesn’t appreciate the little things you do to lessen 
his burdens, 


For instance, your suggestion that he contact the 
Medical-Dental Credit Bureau about past-due collection 
problems will probably raise you that much higher in his 
opinion. Your Medical - Dental Credit Bureau is well 
trained .... skilled in the knowledge of collecting past 
due accounts, and, at the same time, promoting good will 
toward ex-patients. 


Yes, little things mean a lot, and oftentimes add up 
to a big future for the smart secretary. Lighten his 
burden (and yours) by suggesting that he call or write 
your nearest Medical-Dental Credit Bureau today! 


\ 
MEDICAL: DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—115 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg—Phone 3955 Raleigh—7!15 Odd Fellows Bldg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. D. E. H. & TAYLOR, M. OD J. T. VERNON, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


| 
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save the cigarette for later... y Time was you had to wait for a 


local anesthetic to take hold —you waited, patient waited, nurse 


waited. Now, rapid anesthesia.... Blockain* works so fast that clinicians had to 
describe it as “immediate” and “almost instantaneous.” It’s practically an under- 
statement to call its action “rapid.” Longer anesthetic duration.... Besides being 
able to go to work sooner, you can work at an easier pace. Blockain lasts long enough 
so you can proceed from incision to closure on one injection. You finish up with a 
neat suture line undistorted by repeated instillations. The patient leaves uncom- 
plaining and comfortable. j@ A busy clinician’s experience with Blockain in 
fourteen cases of Colles’ fracture: A single 2-5 cc. injection of Blockain into the 
hematoma produced anesthesia in an average of 3 minutes 15 seconds. The average 
duration of these operations, closed reductions, was 25 minutes. Anesthesia persisted 
beyond the time required for reduction permitting splints to be applied, postreduction 
X-rays to be taken and the patients sent home feeling comfortable. BLOCKAIN, 
30 cc., 0.5% (5 mg/cc.). Your office-ideal local anesthetic. For additional information 


write GEORGE A. Breon & COMPANY, 1450 Broadway, New York 18, N. Y. 


ero oF PROPORICAINE 08608, 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE NORTH CAROLINA 


tation. 


non-resident care. 


MEDICAL DIRECTOR 


Psychiatry 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and 
tional therapy—-for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 


Robt. L. Craig, M.D., Diplomate in Neurology and 
ASSOCIATE MEDICAL DIRECTOR 


recrea- 


50 million times a day at home 
at work or on the way 


Theres 
nothing 
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Does your peptic ulcer patient remember to take his medication 
only when he is in pain? 


Peptic ulcer patients too often forget to take their multiple-dose medications except 
when actually in pain. The result: during medication-free intervals between episodes 
of pain, hyperacidity interferes with ulcer healing. 
*Prydon’ helps you solve this problem because it is almost impossible for your patient 
to forget his medication when it is a ‘Spansule’ sustained release capsule. He need 
simply remember: one ‘Spansule’ on arising, one ‘Spansule’ on retiring. 
A single ‘Prydon’ Spansule capsule q12h assures your patient uninter- 
rupted 24-hour antisecretory-antispasmodic protection, 


Prydon* 


atropine, scopolamine, hyoscyamine 0.4 mg 


Spansule* 


sustained release capsules, S.K.F. 


made only by 

Smith, Kline & French Laboratories, Philadelphia 
first D4 in sustained release oral medication 
*T.M, Reg. U.S. Pat. Off. Patent Applied For. 


‘ 
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A private psychiatric hospital em- Staff VAUL V. ANDERSON, M.D., President 
ploying modern diagnostic and treat- cons 
: JOHN R. SAUNDERS, M.D., Assistant 

ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

CHARLES A. PEACHEER, JR., M.S., Clinical 
and mental disorders and problems of Paychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


Compliments of 


patients 


with moderately Wachtel’s, Inc. 


severe and severe SURGICAL 
cardiac failure, SUPPLIES 


neohydrin 
is the oral diuretic 


of choice.’’* 


*Moyer, J. H., and others: 
J. Chronic Dis. 2:670, 1955. 65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


Westhrook Sanatortun | 
| 


September, 1956 ADVERTISEMENTS 


THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


® well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 

@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. Wy 


dicarbomate—U, $. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets tid. 


Literature and Samples Available on Request 
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STUART CIRCLE HOSPITAL 
413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Manfred Call, III, M.D. A. Stephens Graham, M.D. 

M. Morris Pinckney, M.D. Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 


Alexander G. Brown, III, M.D. 

. Richard A. Michaux, M.D. 
John D. Call, M.D. Carrington Williams, Jr., M.D. 
Wyndham B. Blanton, Jr., M.D. 


Urological Surgery: 


Obstetries and Gynecology: Frank Pole, M.D. 
Wm. Durwood Suggs, M.D. Oral Surgery: 
Spotswood Robins, M.D. Guy R. Harrison, D.D.S. 
Edwin B. Parkinson, M.D. Plastic Surgery: 
Orthopedics: Hunter S. Jackson, M.D. 
Beverly B. Clary, M.D. 
re . Hodges, M.D. 
Pediatrics: L. O. Snead, M.D. 
Charles P. Mangum, M.D. Hunter B. Frischkorn, Jr., M.D. 
Edward G. Davis, Jr., M.D. William C. Barr, M.D. 
Ophthalmology, Otol logy: Physiotherapy : 
Anesthesiology : 
Pathology: William B Moncure, M.D. 
James B. Roberts, M.D. Heth Owen, Jr., M.D. 
Director: 


Charles C. Hough 


a good buy in 
public relations 


... place 
today’s health 
in your reception room 


AMERICA’S 
AUTHENTIC 
HEALTH MAGAZINE Give your order to a member of your local Medical 


Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 
PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
SPECIAL Please enter 1, or renew 1), my subscription for the 

HALF-PRICE RATES FOR period checked below : 
PHYSICIANS, NAME 
MEDICAL STUDENTS, INTERNS STREET 
CITY 


ZONE.._.STATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


(4 YEARS... $8, $4.00 ([)2 YEARS... 96. $2.50 
()3 YEARS...$S9 $3.25 ()1 YEAR .... $2790 $1.50 
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dihydroxy aluminum aminoacetate 


On the basis of considerable in vitro this most recent form of aluminum ant- 
evidence accumulated over a period of — acid therapy is as active—IN Tater 
seven years, the Council on Pharmacy Form—as the various aluminum hydrox- 
and Chemistry has revised the original — ide preparations are in Liguip form; 
ALGLYN monograph acknowledging that 


“Dihydroxy aluminum aminoacetate . .. shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigiyn Tablets, 0.5 Gm. dihydroxy Matglyn Compound, eac) tablet 
aluminum aminoacetate, are supplied in contains dihydroxy aluminum aminoace- 
bottles of 100 (white). Your patients will tate, 0.5 Gm., belladonna alkaloids, 0.162 
welcome the change from liquid antacid —mg., phenobarbital, 16.2 mg., per tablet, 
preparations to easy-to-take convenient, bottles of 100 (pink); and as Belglyn, 
lightly-lavored Alglyn Tablets’. dihydroxy aluminum aminoacetate, 0.5 
Also supplied in combination with Gm., belladonna alkaloids, 0.162 mg., per 
spasmolytic and sedative therapy as tablet, bottles of 100 (yellow). 


Reprint of recent \ ; 1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26.490, 1954. 
2. E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


G?; 
Braylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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foras spas 


¥ < 


integrated relief... TABLETS (yellow, coated), each containing 
. P 50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital, 
7:3 A visceral spasmolysis 


Summit, N. J. mucosal analgesia a20380 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 
Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 


MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


JAS. N. BRAWNER, JR., ALBERT F. BRAWNER, M. 
Medical Director Assistant Director 


P.O. Box 218 Phone 5-4486 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or ‘4 teaspoonful 
of elixir contains 
Pentylenetetrazol __— 100 mg. 
Nicotinic acid 50 mg. 


1. Levy, J.A.MLA., 153:1260, 1594 

Mail Coupon for Free NICOZOL 
Drug Specialties, Inc. 

P. O. Box 830, Winston-Salem, N. C. 

Kindly send me professional sample of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


PTMICAL 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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THE 
KEELEY 
INSTITUTE 


447 W. Washington $4, 
GREENSBORO, 
MORTH CAROLINA 


Out-Patient Clinic 
And Hospital For Rehabilitation Of 
The ALCOHOLIC 


A. F. Fortune, MD: Medical Director 
Ben F. Fortune, MD: Associate Medical Director 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 


in-patients are accepted in state of acute 
alcoholism. No waiting period required. — 


organomercurial diuretics 
permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 


known to cause serious 
malnutrition. 
* Modell, W.:; The Relief of Symptoms, Phil- 


adelphia, W. B, Saunders Company, 1955, 
pp. 265-266 


which has occasionally been 


Shoe Last designed 
to the shape 
of average 


normal foot * 


@ insole extension and wedge at inner corner of 
heel where support is most needed. 

@ The patented arch support construction is guaran- 
feed not to break down. 


@ innersoles guaranteed not to crack or collapse. 

¥%& Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

® We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot.'’ 


Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 


The 


School 


250 acre farm near Charlottesville. 
Write for booklet. 

Mrs. J. BAscom THOMPSON, Principal 
FREE UNION 


EXC 
Thompson CHILDREN 
Homestead Year-round private 


home and school for 
infants, children and 
adults on pleasant 


VIRGINIA 


XLIV 
q 2. 
10 
< 
= 
% 
? 
“A sayin 


September, 1956 


ADVERTISEMENTS 


[Upjohn 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 


allergies... 


(ef... 


Supplied : 


5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


SREGISGTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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Your most fastidious patient will not hesitate to use this 
dainty, feminine, yet medically proven specific for vulvo- 
vaginal infections. Clinically effective in Leukorrhea, Tri- 
chomonas and Monilia vaginitis. 


Vagimine 


VAGINAL INSERTS 


Combines 5 gentle but potent anti-microbial agents in buff- 
ered, lactose-dextrose base assuring proper ly snd patient 
has the assurance of prompt, effective relict at moderate cost 
... You have the assurance she will use them as prescribed. 


Vagimine Inserts contain: 

Phenyl! mercuric acetate 3.5.mg. Tyrothricin 0.5 mg. 

9-aminoacridine hydrochloride 2.0 mg. Hyamin 10X 2.0 mg. 

Methy! para hydroxybenzoate 7.0 mg.  Succinic acid 15.0 mg. 
Buffered Lactose-Dextrose base q. s. 


Literature and Sample on request 


S.J. TUTAG & COMPANY 


19180 MT. ELLIOTT AVENUE 
DETROIT 34, MICHIGAN 


SAINT ALBANS 


RADFORD, VIRGINIA 


STAFF 
James P. Kine, M.D. 
Director 
M.D. Danie. D. Cuices, M.D. 
James Currwoop, M.D. 
Medical Consultant 


James K. Monnow, 
Tuomas EF, Parnven, M.D. 
Ciana K, Dickinson, M.D. 


Affiliated Clinics: 


Bluefield Mental Health Center Beckley Mental Health Center Harlan Mental Heaith Center 


525 Bland St., Bluefield, W. Va, 207%, MeCreery St. Harlan, Ky. 
David M. Wayne, M.D. Beckley, W. Va. Cc. H. Crudden, M.D. 
W. Wilkinson, M.D. 
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SENSITIZE 


USE 


POLYMYXIN B~BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 
For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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EVERY WOMAN 


the Emblems of RELIABLE PROTECTION WHO SUFFERS 


IN THE 


We cordially invite your inquiry 


for application for membership 


which affords protection against MENOPAUSE 
loss of income from accident and 
sickness as well as benefits for DESERVES 
hospital expenses for you and 
“PREMARIN: 


all your dependents. 


widely used 


Atl PHYSICIANS 
natural. oral 


SURGEONS 


DENTISTS 


COME FROM 60 10 


estrogen 


$4,500 000 ASSETS 


$23.800.000 PAID FOR BENEFITS 
SINCE ORGANIZATION 


Since 1902 


PHYSICIANS CASUALTY 
AND | 
HEALTH ASSOCIATIONS | 
OMAHA 2, NEBRASKA | 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
5645 
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recognized 
ese potent, specific anti-arthritic 
established 

by over 100 million patient days — 


-Substantiated 


in more than 7OO published reports 


BUTAZOLIDIN 


(phenylbutazone GEIGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 


over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Gey GEIGY PHARMACEUTICALS, Division of Geigy Chemical Corporation, New York 13,N.¥ 
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is the symbol 
of the 


Sendardized 
Tablets 


Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 


Davies, Rose & Co., Ltd. 


By specifying the name, the 


physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 


on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. oi 


years ago they told me: 


“YOU HAVE LESS 
THAN A YEAR 
TO LIVE!” 


“MUST HAVE BEEN back in 1919 or ’20, 
Hopeless case of diabetes. No known 
cure 

“pur HERE 1 AM. ‘They found a treat- 
ment—insulin—in time, Today, nobody 
has to die of diabetes. 

“CANCER, I know, is atougher problem, 
But the laboratories can lick that one, 
too—with our support. Already, 
they're curing people who would have 
been done for a few years ago. Last 
year—thanks to $5,000,000 allocated 
by the American Cancer Society from 
our contributions—they found out a 
lot more... though there’s still a long 
way to go. 

“THEY NEED MONEY, though. $5,000,000 
is still less than 4 cents per American per 
year. Not enough, Not enough to find 
the answer fast enough—230,000 
Americans are going to die of cancer 
this year, they say. 

“mM NOT RICH, but I gave ’em $50 last 
year hope to do better this time. 
After all, where would / be if the 
laboratories working on diabetes, that 
time, hadn’t been given enough 
support—?” 


Cancer 
MAN'S CRUELEST ENEMY 


Strike back—Give 


September, 1956 
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maximum efficacy with minimum risk 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


Peas LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY 


‘‘SOLUBLE'’ SULFONAMIDE 


= After Lee Moders Mad. 22:11) Yan, 15) 1056, 


Terfony] is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provide: 
only one-third the normal amount of each sulfonamid 

The body handles each component as though it wer: 
present alone, although therapeutic effects are additive 


Terfonyl Tablets, 0.6 Gm., bottles of 100 and 1000, 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles, 


0.167 Gm, each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml, teaspoonful of suspension, 


SQUIBB 19 & SQUIGB TRADEMARK 


12.5 
| 
10 3 
SSS 
DAYS 2 4 6 ” 10 


LI 
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MEBARAL 


ANTICHOLINERGIC e SEDATIVE 


in peptic ulcer management 


« relieves pain promptly * promotes healing 

« reduces tension safely « maintains anacidity for hours 
+ tranquilizes without dulling + controls hyperactivity of 

* well tolerated upper gastro-intestinal tract 


MonopraLt with Merpsarat—the “psychovis- 
ceral stabilizer’”’— provides for patients with ulcer 
and gastro-intestinal spasm an effective barrier 
against the impact of environmental stimuli... 
controls gastric hypersecretion and hypermotility 
for three and one half to five hours.* 


EACH TABLET CONTAINS: DOSAGE: | or 2 tablets three or 
Mownoprat bromide..... 5 mg. four times daily. 
32mg. Available on owes ription only. 


Bottles of 100 tablets. 


(| )nthop Laboratories New York 18, N. Y. 


Monodral (brand of penthienata) and Mebafal (brand of mepbabarbital), trade- 
marks reg. U. 8. Pat. Off. 
*References and clinical trial suppli ilable on Pequest. 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, GREENSBORO, 
North 
Carolina 


1904 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found, 


WortH WILLIAMS, Business Manager R. M. Burg, JRr., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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HOW VAGISEC LIQUID 


PENETRATES 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 
ye vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface." 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations, With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 

Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots. It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places. 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.2 Two surface-acting agents and one chelat 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein. With its cell wall destroyed, the parasite im- 
bibes water, swells and explodes. All this occurs within 
15 seconds. Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist.! Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.4 

Use liquid and jelly —In the Davis technique, Vacisec 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 


Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor 
oughly with a 1:100 dilution of Vacisee liquid. Re 
move excess fluid with cotton balls. Dr. Davis 


rec ommends six treatments. 


Home treatment—Patient douches with Vacisre liquid 
every night or morning and then inserts Vacisec jelly 
Home treatment is continued through two menstrual! 
periods, but omitted on office treatment days. Douch 
ing contraindicated in pregnancy. 


Photomicrograph of section of 
epithelium of normal vaginal 
mucosa, enlarded hon 
uneven surface where tric homonads 
bide, Vacisec penetrates 


and explodes organisms in 


urface 


bard to-reach areas 


One course of treatment —“If the treatment has been 


accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”4 Continued douching with Vacisne 
liquid two or three times each week for eight to 


twelve weeks helps prevent re-infection. 


Prevents coital re-infection — Infected husbands are 

a potential source of re-infection in wives suc- 
cessfully treated.’® Prescribe for your patients the 
protection afforded by Schmid high quality condoms 
Specify the superior RAMSES® rubber prophylactic, 
transparent, tissue-thin, yet strong. If there is anxiety 
that rubber might dull sensation, prescribe XXXX 
(rourex)® prophylactic skins, of natural animal 
membrane, pre-moistened, 


Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
Sodium ethylene diamine tetraacetate, Sodium dioctyl 
In addition, Vacisec jelly contains Boric acid, 


Alcohol 596 by weight 

References; 1. Davis, C. H., and Grand, C. G.: 
Obst. & Gynec. 64:559 (Aug.) 1954. 2, Davis, C. H.: J.A.M.A 
157.126 (Jan, 8) 1955. 3. Davis, C. H.: West. J. Surg. 69:53 
(Feb.) 1955. 4. Davis, C. H. (Ed.): Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, 7, pp 
23-33. 5. Lanceley, F., and McEntegart, M. C.: Lancet 1:668 
(Apr. 4) 1953 


JULIUS SCHMID, 


aynecelogical division 
N.Y 


phenol 


ulfosuccinate 


Am. J 


423 West 55th Street, Ne York 19 
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Warning—May be habit forming. | 
Acetyl-para-aminophenol 

| Salicylamide gr. | 
Hyoscyamine Sulfate -........ 0004 gr. 

Atropine Sulfate —....... 0.00002 gr. | 
Scopolamine Hydrobromide 0.00008 gr. 

| 

-rapid acting, sustained effect | 


Anadol Tablets are designed to offer a balanced rational analgesic 
formula that will provide the maximum relief from pain possible 
without resorting to the opiate drugs. The analgesic effect of Anadol 
is achieved by a unique combination of acetyl-para-aminophenol— 
the active therapeutic metabolite of phenacetin—which, needing no 
conversion in the body, begins to exert its effect almost immediately, 
and salicylamide, which reaches its peak concentration in the blood 
more slowly. Together they form a team that produces a smooth 
analgesia lasting longer than either drug would provide alone. A 
small amount of phenobarbital is included in order to potentiate the 
analgesic effect' and to provide a moderate degree of sedation.’ The 
central effect of the phenobarbital is augmented by the inclusion of 
hyoscyamus alkaloids, thus contributing to the allaying of tension 
which is often a factor to be reckoned with when pain is present in 
any degree. The hyoscyamus alkaloids also contribute toward the 
analgesic effect through their relaxing effect on the parasympathetic— 
innervated viscera.’ BIBLIOGRAPHY 


5. and GieMAN, A.: The Pharacological Basis of Therapeutice, 
941, p. 244, 

2. BeckMAN, Harny: Pharmacology in Clinical Practice, 1952, p. 465. 

3. Supra. 


100 
TABLETS 


1000 
WORTHWHILE PRESCRIPTION SPECIALTIES TABLETS COMPANY 
PHYSICIANS PRODUCTS WITH 
PETERSBURG,” VIRGINI = GRAIN 
Cox at CODEINE 


CLINICAL SAMPLES AND LITERATURE ON REQUEST 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological ilineases, rest, convaleacence, drug 
and alcohol habituation. 

Insulin Coma, Electroshock and Paychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina. a resort town. which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. RAY GRIFFIN, Jr., M.D. MARK A, GRIFFIN, Sr., M.D. 
Rospert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL. ASHEVILLE, N. C. 


INDEX TO ADVERTISERS 


Abbott Laboratories IV & V- Medical Dental Credit Bureau XXXIV 
American Cancer Society . Merck, Sharp & Dohme, Ine. XII & XIII 
American Heaith Insurance Corporation XX Monarch Elevator & Machine Company XXXII 
American Meat Institute (IV Parke, Davis & Co, XLVI & 3rd Cover 
Appalachian Hall iV Chas, Pfizer & Company XVII 
Ayerst Laboratories XLV Physicians Casualty Association 
Baker Company Physicians Health Association XLVIII 
Bayer Company XX Physicians Products Company LIV 
Brawner’s Sanitarium X Pinebluff Sanitarium 
Brayten Pharmaceutical Company XL Saint Albans Sanatorium XLVI 
George A. Breon Company XXV_ Schering Corporation 
Broadoaks Sanatorium XX) X, XXIV & XXV & 2 Inserts 
Brown & Williamson Tobacco Co. i Juli Schmid. Ine LUI 
Burroughs-Welleome & Co. XI, XXI & XLVII & Co 
Carolina Surgical Supply Co. Xxx“: Searle 0. XXXI 
Ciba Pharmaceutical Products, Inc. XLIT Smith, Kline & French Laboratories 
Coca-Cola Company XXXVI XXXVII & 4th Cover 
J. L. Crumpton XXX FE. R. Squibb & Sons, Division of 
The Dairy Council XVI Olin-Mathieson Chem. Corp. 
Davies, Rose & Co. , Stuart Circle Hospital 
Drug Specialties, Inc. XLII! Thompson Homestead School 
Foot-So-Port Shoe Company XLIV Today’s Health Magazine 
Geigy Pharmaceuticals Tucker Hospital 
Glenwood Park Sanitarium ‘ S. J. Tutag & Company 
Highland Hospital XXXV Upjohn Company 
Hospital Saving Assn. of N. C. XXV Wachtel’s. Incorporated 
Keeley Institute XLIV Wallace Laboratories 
Knox Gelatine Company Westbrook Sanatorium 
Lakeside Laboratories XXXVIII & XLIV Winchester Surgical Supply Co. 

& 2nd Cover Winchester-Ritch Surgical Co. I 
Lederle Laboratories IX, XXVIII & XXIX Winthrop Laboratories, Inc. XXIII & LII 
Eli Lilly & Company XXVI & Front Cover Wyeth Laboratories VII, XV, XIX & XXXIII 
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SENSITIVITY OF COMMON PATHOGENS TO CH - YCETIN AND FOUR OTHER MAJOR ANTIBIOTIC AGENTS* 


“CHLOROMYCETIN 


“CHLOROMYCETI 


ANTIBIOTIC 


ANTIBIOTIC A 
ANTIBIOTIC 


ANTIBIOTIC C 


ANTIBIOTIC 


ANTIBIOTIC 
“ANTIBIOTIC 


“"ANTIBIOTIC D 


ESCHERICHIA COL! BACILLUS PROTEUS 
(148-227 STRAINS) (63-104 STRAINS) 


AEROBACTER AEROGENES PSEUDOMONAS AERUGINOSA 
(143-248 STRAINS) } (39-70 STRAINS) 


CHLOROMYCETIN 


ANTIBIOTIC A ANTIBIOTIV 
ANTIBIOTIC 


ANTIBIOTI 


B 
ANTIBIOTI 


~ANTIBIOTI 


“ANTIBIOTIC D 


*This graph, based on in vitro stu 
is adapted from Horton and Kni 
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when more than one organism is involved... 


for today’s problem pathogens 


Therapeutic advantages of CHLOROMYCETIN (chloramphenicol, Parke-Davis) are espe- 


cially appreciated when mixed infections are encountered because it provides highly effec- 


tive antibiotic action both against gram-negative and against gram-positive pathogens,!-7 


CHLOROMYCETIN also acts against many pathogens which may grow when originally 


sensitive organisms have been suppressed.? 


Unlike some antibacterial agents which are specific for one type of organism only, or others 


to which bacterial resistance readily develops, CHLOROMYCETIN demonstrates continued 


efficacy against a wide variety of commonly occurring microorganisms; “Sensitivity of many 


strains of pathogens to chloramphenicol |CHLOROMYCETIN } and limited tendency of these 


organisms to develop resistance to this antibiotic explain the effectiveness of chloramphen- 


icol where other antibiotics and chemotherapeutic agents have failed.”! 


CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


References: (1) Felix, N. S.: Pediat. Clin. North America 3:317, 1956. (2) Joron, G. E.; Fowler, A. F; 
de Vries, J.; Reid, G., & Mathews, W. H.: Canad. M. A. J. 73:956, 1955. (3) Weil, A. J., & Stempel, B.: Anti- 
biotic Med. 1:319, 1955. (4) Perry, KR. E., Jr.: North Carolina M. J. 16:567, 1955. (5) Jones, C. P; Carter, B 

Thomas, W. L., & Creadick, R. N.; Obst. & Cynec. 5:365, 1955. (6) Murphy, FE D., & Waisbren, B. A., in 
Murphy, F D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Philadelphia, EF A, Davis Company, 
1955, p. 557. (7) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W.; Elstun, W., & Fultz, C. T.; 
].AM.A, 157:305, 1955. (8) Horton, B. F, & Knight, V.; J. Tennessee M. A. 48:367, 1955. 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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rss highly effective antiemetic 
and is safe for use in children.’”! 


THORAZINE?® sie 


The safety and effectiveness of ‘Thorazine’ for control of vom- 
iting in children has been confirmed by a number of clinicians. 


Results in refractory cases have been particularly dramatic.’ 


‘Thorazine’ is available eo 
Pediatric Bibliography 
in ampuls, tablets and syrup 
(as the hydrochloride ), and in 

vi . Wikler: The Use of Chlorpromazine as an Anti-emetic in Children, 


suppositories (as the base). Atch. Pediat. 72:197 (June) 1953 
Daeschner et al.: Chlorpromazine in the Control of Vomiting in 
‘ Thorazine’ should he Children, Am J. Dis Child. 89:525 (May) 1955. 

. Steigman and Vallbona: Chlorpromazine, A Useful Antiemetic in 

administered discriminately; Pediatric Practice, J. Pediat. 46:296 (March) 1955 
Steigman and Vallbona: Experience with Chlorpromazine in Pedi- 
and, before pre s¢ ribing, atrics, Internat. Rec. Med. & Gen. Pract. Clinics 168:351 (May) 1955 
the ph ysician should be Moyer et al.: Clinical Studies of an Anti-emetic Agent, Chlorproma- 

F zine, Am. J. M. Sc. 228:174 (Aug.) 1954, 


fully conversant with the 
available literature. 


*T.M. Reg. ULS. Pat. Off. Smith, Kline & French Laboratories, Philadelphia 
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